Selective Attentional Biases Within Paranoid Psychosis. by Prendergast, Jacinta.
Selective Attentional Biases within Paranoid 
Psychosis
by
Jacinta Prendergast
Subm itted fo r the degree o f D octor o f Psychology (C lin ical Psychology)
Departm ent o f Psychology 
Faculty o f A rts  and Hum an Sciences 
University o f Surrey
July 2011
©  Jacinta M arie P rendergast 2011
ProQ uest N u m b e r: 10073152
All rights re se rve d
INFORMATION TO  A LL  USERS 
The q u a lity  o f th is re p ro d u c t io n  is d e p e n d e n t  u p o n  the q u a lity  o f the c o p y  s u b m itte d .
In the unlike ly e v e n t  tha t the a u th o r  did not send a c o m p le te  m a n u s c r ip t 
and there are m issing p a g e s , these w ill be n o te d . A lso, if m a te r ia l had to be re m o v e d ,
a n o te  w ill in d ic a te  the  d e le t io n .
uest
P ro Q u e s t 10073152
Published by P roQ uest LLC (2019). C o p y r ig h t  o f the D isserta tion is held by the A u th o r.
A ll rights rese rved .
This w o rk  is p ro te c te d  a g a in s t u n a u th o r iz e d  c o p y in g  under T itle  17, United S tates C o d e
M ic ro fo rm  Edition ©  P roQ uest LLC.
ProQ uest LLC.
789 East E isenhow er P a rkw ay 
P.O. Box 1346 
Ann Arbor, Ml 48106 -  1346
CONTENTS
A cknow ledg em en ts ..................................................................................................
In troduction  to  the P o r tfo lio ...................................................................................
ACADEMIC DO SSIER...............................................................................................
Adult Mental Health Essay -  Year 1...................................................................
Professional Issues Essay -  Year 2 .................................................................
Problem Based Learning Reflective Account -  Year 1 ..................................
Problem Based Learning Reflective Account -  Year 2 .................................
Personal and Professional Discussion Group Summary Account -  Year 1 . 
Personal and Professional Discussion Group Summary Account -  Year 2 .
CLINICAL DOSSIER  ..................................................................................
Overview of Clinical Experience..............  .......................................................
Summary of Adult Mental Health Case Report 1 ............................................
Summary of Adult Mental Health Case Report 2 ............................................
Summary of Child and Adolescent Case Report 3 .........................................
Summary of Learning Disabilities Case Report 4 - Oral Case Presentation 
Summary of Paediatric Psychology Case Report 5 ........................................
RESEARCH DO SSIER .... ............................................................................
Research Log Checklist.....................................................................................
Service Related Research P ro ject....................................................................
Evidence of Service Related Research Project Presentation......................
Qualitative Research Project (Abstract)...........................................................
Major Research P ro ject......................................................................................
3
4
5
6
23
41
47
53
55
57
58
61
63
65
67
69
71
72
73
89
90
92
2
ACKNOWLEDGEMENTS
A large number of people have helped me along journey to becoming a clinical psychologist 
for whom I wish to thank.
Firstly, I would like to thank members of the course team for their support during training. 
Special thanks go to my clinical supervisor, Sarah Johnstone and my research supervisors 
Sue Thorpe and Clara Strauss, for their continual support, optimism and guidance. Thanks 
also to the admin staff, Charlotte, Maxine and Graham for all your help.
I would also like to thank all of my placement supervisors, Amanda, Olwen, Heinz, Ian and 
Joy, for their extensive support and for offering me such a broad range of experiences and 
opportunities. I am particularly indebted to the many clients that I have had the opportunity to 
work with on this journey; thank you for teaching me so much.
All my thanks go to my friends and family who have helped keep me sane throughout these 
three years. In particular, I would like to thank Corinne for always keeping me laughing.
Finally, I would like to thank John for his love and patience. I would neither have begun nor 
completed training without his continual love and support.
3
INTRODUCTION TO THE PORTFOLIO
This portfolio contains three dossiers: Academic, Clinical and Research. Each contains a 
selection of work completed during my time on the Doctorate of Psychology (PsychD) clinical 
training course.
The work presented here reflects a wide range of client groups, presenting problems and 
psychological approaches which were undertaken during my time on the training course. 
Work is presented chronologically in the order in which it was completed within each dossier. 
This will hopefully illustrated the development of my academic, clinical and research skills 
across the three years of training.
Confidentiality and Anonymity
All identifying details of clients, their families, professionals and institutions throughout this 
portfolio have been changed or removed in order to preserve the anonymity of all involved. 
Any names used are fictitious.
Copyright Statement
No aspect of this portfolio may be reproduced in any form without the written permission of 
the author, with the exceptions of the librarians of the University of Surrey, who may 
reproduce the portfolio by photocopy or otherwise and lend copies to those institutions or 
persons who require them for academic purposes. © Jacinta Marie Prendergast 2011
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ACADEMIC DOSSIER Adult Mental Health Essay
Adult Mental Health Essay -  Year 1
Edition 20 (5) of The Psychologist had a picture on its front cover of the 
DSM IV burning. What issues might this raise for service users, 
psychiatrists, clinical psychologists and you?
December 2008
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INTRODUCTION
The Diagnostic and Statistical Manual of Mental disorder (DSM-IV-TR; American Psychiatric 
Association, 2000) has become an international standard for psychiatric nosology. Its 
influence is widespread, impacting not only on how people’s experiences of distress is 
assessed and interpreted, but their access to care and treatment (Hayne, 2003). The DSM is 
used widely within the judicial system when questions are raised regarding capacity, 
intentional states or cognitive abilities (Kirk & Kirchin, 1992) and it’s contents also serve 
insurance companies as criteria for allowing or not allowing claims (Sarbin, 1997). Despite 
such a wide adoption within our society, the use of such classification manuals has raised 
much controversy since their inception, with many raising a number of issues concerning the 
“goodness of fit” between diagnostic concepts and clinical reality (Jablensky & Kendell, 
2002).
Edition 20 of The Psychologist most recently highlighted these issues. The magazine 
depicted the DSM burning on its front cover and contained seven articles that raised a 
number of issues pertaining to its utility and future within the field of mental health. My initial 
reaction to seeing this image was one of confusion. What was the underlying meaning? Was 
it suggesting the end of psychiatry? The end of diagnosis? Or the end to current methods of 
categorically classifying mental disorders and what would the implications mean for each? 
What would replace them and how would this impact upon the service delivery within the 
NHS? Having previously worked within a setting which very much adopted a diagnostic 
approach to understanding and communicating individuals’ distress, I chose this essay as I 
wanted to increase my understanding of the issues that often led to conflict amongst the 
individuals I worked with (e.g. psychologist and psychiatrists). Through the process of 
researching and writing this essay I hoped to develop a better insight into where I positioned 
myself in regard to a concept that on the surface appeared to contain quite different 
perspectives.
For the purpose of this essay I have chosen to focus more broadly on the use of diagnostic 
systems within the field of mental health, although I may allude to its wider framework as 
necessary. Its widespread adoption has led to a number of criticisms, which I will endeavour 
to provide a brief overview of in order to consider the implications of its use and the 
consequences if it was to be abolished. These will be considered from both professionals’ 
and service users’ perspectives. A number of alternative approaches to the current 
diagnostic systems have similarly been posited and I will endeavour to consider the impact 
these would have on wider service provision.
Classification, Taxonomy, Nomenclature
Early attempts to classify psychopathology date back thousands of years. Hippocrates was 
among the first to label the syndromes of mania, melancholia and paranoia over 2500 years
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ago (Nathan, 1998). Since this time a number of attempts have been made to expand these 
categories and have differed based on their relative focus on phenomenology, aetiology, 
anatomical pathology and course as central defining features of the disorders (Regier et al., 
2002). However, it is the German Psychiatrist Emil Kraepelin who is most notably known for 
providing the syndromal framework by which modern psychiatric disorders have come to be 
presented and organised. He proposed that mental pathology could be divided into discrete 
disorders, distinguishable from each other; each with its own symptomology and course, and 
that categorising these provided a base for exploring their biological roots (cited in Pragg, 
2008). Whilst initial attempts to categorise mental disorder in any formal way drew from 
Kraepelin’s notion of mental disorder, they also reflected wider social perspectives on mental 
illness at the time. The first edition of the American Psychiatric Society’s Diagnostic and 
Statistical Manual of Mental Disorders (DSM-I) was published in 1952, which took account of 
both these schools of thought (Kendell, 1993). This manual has remained to this day the 
dominant scheme of classifying psychological disorders alongside the International 
Classification of Diseases (ICD: World Health Organisation). The DSM is currently in its 
fourth edition (APA, 1994, 2000) and the ICD is in its 10th edition (WHO, 1992). In each 
edition there have been new disorders, new groupings, some deletions and various revisions 
in the way well established disorders are viewed. The number of diagnostic entities within the 
DSM has substantially increased with its development, from 106 within the DSM-I to 357 
(DSM-IV-TR; American Psychiatric Association 2000) in the most recent edition. (Sarbin, 
1997).
The DSM-IV-TR (2000) is a categorical classification system currently based on a descriptive 
approach that attempts to be atheoretical. It was developed for the use in clinical, 
educational and research settings, and contains diagnostic categories, which are said to be 
prototypes, and a person with a close approximation to the prototype is said to have that 
disorder. The DSM-IV-TR organises each psychiatric diagnosis into 5 levels (axes) relating to 
different aspects of disorder or disability, in an attempt to facilitate comprehensive and 
systematic evaluation. The DSM has been seen to provide many benefits to the field of 
mental health. Firstly by providing us with a common language so that we can clearly 
communicate with other clinicians and researchers (Harvey et al., 2008), but also its 
widespread application in guiding treatment choice. It is equally important that we have a 
way of categorising commonalities across presenting problems so as to best advance our 
knowledge and treatment on these.
Critical Perspectives
Whilst a great deal of consideration has been devoted in the last three decades to the 
development and modification of nosology designed to classify psychopathology, there still 
remain many controversies. These include concerns regarding the underlying assumptions, 
the categorical nature of such systems, biases within cultural considerations and the 
subsequent reliability and validity of these taxonomies. It is not within the scope of this essay
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to cover these within great depth, however, I will endeavour to briefly touch upon these in 
turn to set a context in order to consider the implications of what abolishing the DSM might 
mean to us as professionals, but more importantly those that invariably go on to be 
diagnosed by it.
Categorical vs. Dimensional Approaches
The categorical approach to defining mental disorders has been greatly criticised (Brown & 
Barlow, 2005), with many arguing that individuals do not fit neatly into categories, and that 
there is limited evidence to suggest that individuals grouped according to psychiatric 
diagnosis have distinct underlying pathological profiles (Moncreiff, 2007). Bruch and Bond 
(2003) argue, “apart from merely descriptive, there can be considerable overlap between 
categories. Given such problems as extensive co morbidity and heterogeneity within 
categories, research framed by presumed categories of psychopathology can also be very 
hard to interpret”, (Kreger et al., 2005). As a result many have argued that the DSM 
categories should be replaced by a dimensional approach (Brown & Barlow, 2005), which do 
not impose boundaries where none exist in reality and therefore would not distort the 
observer’s perceptions of individuals lying near the boundary between adjacent categories. 
(Kendell, 1993). Equally, they have been suggested to yield a greater amount of clinically 
relevant information, and that continuous scores have higher levels of reliability than 
dichotomous measures (Watson, 2005).
Cultural Issues
Current classification systems have often been criticised on obscuring the complex 
relationship between culture and mental disorder. Despite the DSM acknowledging the 
cultural variation in psychopathology, it is often regarded as a “pathoplastic influence that 
distorts or otherwise modifies the presentation of the ‘disorders’ defined in the classification” 
(Jablensky & Kendell, 2002; p. 16). The overrepresentation of certain groups of individuals 
within particular diagnostic categories has widely been reported upon (Pilgrim & Rogers, 
1999). Some have agued that the characteristic symptoms and behaviours occurring in 
different cultures and contexts should be directly identifiable “without the need for interpreting 
them in terms of “Western” psychopathology, and there should be provisions for diagnosing 
and coding the so-called culture-bound syndromes without forcing them into conventional 
rubrics” (Jablensky & Kendell, 2002; p. 16). Although the DSM makes some provision for 
cultural formulation within its appendices, the basis on which the diagnostic criteria are set 
are on cases of individuals living in the western world. Fernando (1988) has suggested that it 
is the ethnocentric view of psychiatrists which has resulted in the misattribution of labels, 
such as schizophrenia, by imposing Western concepts with little regard for the cultures of 
non-western people.
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Reliability & Validity
The reliability and validity of psychiatric diagnosis has also been heavily criticised. Prior to 
the 1970’s, research and communication among clinicians was badly affected by low 
reliability and validity of diagnostic assessment. There was also difficultly in applying terms 
such as Schizophrenia, which varied widely in different countries or even within the same 
country (Jablensky & Kendell, 2002). Sarbin (1997) argued it has been this recognition of the 
unreliability of its predecessor that has been central to the motivation for each of the 
revisions. The DSM-III was meant to mark a major turning point for psychiatry, with the 
impetus for task forces being on providing research-based evidence. Whilst some critics of 
the DSM (e.g. Nathan, 1998) have agreed that reliability did increase with the development 
of the DSM III, others (e.g. Kirk & Kutchins, 1992) have argued that such findings have been 
much less reliable and more limited than generally acknowledged.
Such issues have real implications within clinical practice. Whilst these debates will invariably 
continue within published journals and books, the real cost of this will be to our clients. The 
direct impact of ‘getting it wrong’ will mean that individuals are sometimes misdiagnosed, and 
misunderstood. Equally, since diagnoses guide decisions about treatments, diagnostic 
confusion can have profound consequences for both clients and practitioners. I will now 
endeavour to look at the impact diagnostic systems and diagnosis more generally have upon 
the fields of psychiatry and psychology, but also on service users, and consider what the 
impact may be if systems such as the DSM were to be abolished.
CLINICAL IMPLICATIONS 
Psychiatry
Psychiatry and psychiatric classifications have often been seen as synonymous. Robert 
Kendell (cited in Kendell & Butcher, 1982) once wrote “ If a man were bold enough to write a 
history of psychiatric classification he would find when he had completed his task that in the 
process he had written a history of psychiatry as well” (p127). Such a statement therefore 
raises the question, if such systems as the DSM were abolished, what would the implications 
be for Psychiatrists?
Psychiatry has traditionally been based on the premise of two beliefs; “that mental distress 
and deviant behaviour arise from biological abnormalities, and that biological interventions 
can resolve them” (Moncrieff, 2007; p.296). Whilst initial attempts to classify mental disorders 
within the DSM drew from a broader understanding of distress that considered social and 
psychological factors (Biopsychosocial model; Pilgrim 2002), attempts to increase reliability 
of categories within the DSM-III, saw the introduction of a predominately bio-medical 
framework (Rogers & Pilgrim, 2003). It is argued that subsequent editions of the DSM 
continued to reflect this basic medical ideology. As a result, most contemporary 
classifications of psychiatric disorders are largely based on clinical symptoms. It has, 
however, been acknowledged that decisions about the presence or absence of such
10
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symptoms is relatively unreliable, (Kendell, 1993). For this reason it is suggested that 
symptoms should be ignored and new ways of classifying be adopted.
Treatment
As a result of this medicalised focus, treatments that have been developed as specific 
targets for these categorised ‘illnesses’. Since the 1950’s drugs have been the primary 
intervention in psychiatry despite arguments regarding how these drugs work not being 
established (Moncrieff, 2007). Double (2002) argues that whilst there has been a move to 
treating people within the community in recent years, the number of prescribed medication 
has increased. He gives the example of anti-depressants more than doubling within the last 
seven years. There appears to be an increasing concern about the relationship between 
medicine and the pharmacological industry (Moncreif & Cohen., 2005), with it being 
suggested that the widespread use of psychiatric drugs supports the validity of diagnosis 
(Cromby et al., 2007). More frequently mental health research is being funded by the 
pharmaceutical industry, which further raises questions regarding conflicts of interest. I 
wonder to what extent a move away from a medical model would be more detrimental to the 
pharmaceutical industry than to psychiatry, who will undoubtedly need to adopt to more 
person centred approaches.
Whilst many Psychiatrists embraced this medicalised focus, it was, and is seen by other 
professionals, as providing a reductionist approach to distress in comparison to other 
proposed models, which highlighted multiple simultaneous causes of mental disorder 
(Kinderman, 2005). Diagnosing clients using signs and symptoms of disorders omits many 
important facts of clinical reality. As a result this reduces our curiosity about other areas of 
the individuals, such as contextual, interactional and historical factors that have contributed 
to the development of their problems. Such a focus has obvious implications for other 
professionals involved in understanding their clients’ distress, but also how these 
experiences are understood and internalised by these clients. Researchers have found 
evidence to suggest associations between gender, ethnicity, social class, sexual abuse and 
many forms of distress (Johnstone, 2000; Rogers & Pilgrim, 2003; Tew, 2005) suggesting 
that both the brain and body cannot be comprehensively understood outside its social 
context (cited in Harper et al., 2007). It has been argued that psychiatric diagnosis ignore 
such research in favour of individualisation of distress, allocating it categories and imply 
underlying biomedical pathologies (Bentall, 2004; Boyle, 2002). More recent times, however, 
have seen a growing acknowledgement of the limitations to a simple illness model of mental 
health difficulties and the importance of client-centred approaches and multi-disciplinary 
working to deliver high quality mental health services.
Changes to the Profession
The face of mental health care in the UK and around the world is changing (Thomas & 
Bracken, 2004). The publication of a number of government policies coupled with the
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emergence of the user movement in recent years has seen a vast number of changes in the 
delivery of services. The introduction of the National Service Frameworks for different 
specialities (Department of Health (DoH), 1999) set new standards for services and good 
practice. With or without the DSM, the roles of psychiatrists and psychologists are in the 
process of change. There has been an increased focus on providing psychological therapies 
for a large number of classified disorders and as such it could be argued that this new 
service framework highlights a future that is potentially in conflict with biomedical psychiatry. 
The increased endeavours by clinicians to provide alternative approaches to the current 
methods of classifying are likely to have exacerbated this conflict. Kinderman et al. (2008) 
posits that psychiatrists could potentially refocus their endeavours on physical healthcare 
and on biomedical perspectives of mental disorder as part of multidisciplinary teams.
Clinical Psychologists
For years, clinical psychologists have been among the most vocal critics of classification 
systems, such as the DSM. With many arguing that such an approach is the key driving force 
to the ‘disorder-focus’ that currently dominates the field (Harvey et al., 2008). Much criticism 
has been centred on the categorical approach that the DSM takes. The abolition of the DSM 
is therefore likely to be welcomed from many corners of the psychology profession, who 
advocate much more idiosyncratic approaches to understanding individual distress. As a 
result a number of alternative approaches to diagnosis have been suggested. These look to 
understand individuals within their context and therefore consider the equal contribution of 
factors from the biopsychosocial model compared to Psychiatry.
Formulation Based Approaches
More recent attempts to look beyond the diagnostic categories as defined within the DSM 
and ICD have highlighted the benefits of using individual formulation in assisting in both 
describing and treating people’s distress (Boyle, 2007). It has been argued that such 
formulation should predominate clinical planning, and that services may be better planned 
and delivered on the basis of individual functional needs rather than diagnostic categories 
(Kinderman 2008). Using formulation-based approaches allows the clinicians to take account 
of the idiosyncratic features of a client within their environment and the interaction between 
them, and is used widely within Clinical Psychologists’ practice. I feel that it equally provides 
much more meaning to clients, than just receiving a diagnosis. Often the process of 
assessment and formulation allows them to feel listened to and understood. Despite this, 
such approaches have been criticised on being difficult to replicate, and relying too heavily 
on clinical judgement (Sadler et al., 1994). Equally, formulation provides a limited framework 
in any situation in which populations or groups of clients need to be considered. This 
therefore raises the issue as to whether formulation can work alongside diagnosis. Currently 
diagnostic methods are somewhat at odds with a more contextual understanding of mental 
health issues; consequently attempts have been made to understand such processes from a 
psychological perspective compared to previous bio-medical approaches.
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Trans-Diagnostic Approaches
Rejecting the biological dominance that the biomedical model assumes, a number of 
psychological perspectives have been developed by psychologists. These models have an 
increased focus on transdiagnostic approaches that look at the common psychological 
process involved within and between disorders. Hayes et al. (1996) proposed that functional 
diagnostic dimensions or common processes of aetiology and maintenance should be the 
basis of research and clinical practice. Research has shown the implication of similar 
processes across a number of disorders, for example Fairburn et al. (2003) have argued that 
various eating disorders, as defined by the DSM (anorexia nervosa, bulimia nervosa, atypical 
eating disorder) are maintained by similar processes. Equally Woodruff-Borden et al. (2001) 
found that the propensity for self-focused attention is common across several diagnostic 
groups. Given that individuals often present with comorbid problems (Kessler et al., 1994) 
there is likely to be value in examining a wider set of processes across disorders. In a similar 
vein, Watson (2005) argues that diagnosis based analysis fails to account for the significant 
heterogeneity that exist within many of the current DSM disorders, and proposes an 
alternative approaches to the reorganisation of mood and anxiety disorders within the future 
DSM-V. He suggests that the existing mood and anxiety disorders should be collapsed 
together into an overarching class of emotional disorders which contains three subclasses: 
the bipolar disorders, the distress disorders and the fear disorders, (see paper for fuller 
review). Such an approach potentially may provide a much more cost-effective way of 
assessing and treating individuals.
Changes to the Profession
Government policies have recently increased their focus on improving the provision of 
psychological treatment under the ‘Improve Access to Psychological Therapies’ (Layard,
2006) project, with an increased emphasis on psychosocial approaches to client care. With 
this has been the emphasis on person centred approaches (DoH, 2000; 2004a; 2004b) and 
recovery (National Institute for Mental Health (NIMH) in England, 2005). As a result the roles 
of clinical psychologists are receiving increased attention under the ‘New Ways of Working’ 
programme (NIMH in England, 2004). There is an increased emphasis on them providing 
training and supervision of other professionals undertaking psychological therapies, and 
them taking a consultancy role within teams. The new amendment to the Mental Health Act 
(MHA, 2007) has similarly increased the capacity of their role to act as ‘Responsible 
Clinicians’, a role that was previously only assigned to psychiatrists. It will be interesting to 
see how these new roles and responsibilities will impact upon psychologists and psychiatrists 
working together.
Service Users
Whilst Psychiatrists and Clinical Psychologists adopt (to varying degrees) the framework of 
the DSM in their working practice, the most impacted upon by the use of this tool is 
undoubtedly those who go on to be categorised by it. Whilst the focus of researchers and
13
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many professionals has often been on increasing the reliability and validity of categories, 
service users are more often concerned with the impact and consequences diagnosis has for 
them (Campbell, 2007). The literature highlights that the experience of receiving one can 
vary widely across individuals but also across different disorders (Crisp et al., 2000). I will 
briefly highlight some of the issues that diagnoses can have on those individuals and draw 
attention to alternative ways of conceptualising distress drawn from service users’ 
perspectives.
The experience of receiving diagnoses can mean different things for different people. For 
some the experience can be a positive one. The receipt of a diagnosis sometimes begins the 
process of interpreting meaning to their problems, despite the feelings incurred by the label 
itself (Karp, 1992). As such, it can provide great relief to clients and their families. I have 
seen this first hand within my own clinical experience. I particularly remember one individual 
who had seen a number of professionals throughout his childhood for his difficulties, but 
never received an explanation as to ‘what was wrong’. It was only when he was resident 
within a high secure hospital as an adult, did he receive a diagnosis of Aspergers Syndrome. 
The relief that this diagnosis brought to him and his family was immense. They felt that finally 
they had an answer to something that they had always questioned. (Interestingly this new 
diagnosis equally raised questions around his other Personality Disorder diagnosis, and 
therefore his eligibility to be detained under his current section given the perceived overlap in 
diagnostic traits). Often the associated acceptance or denial of diagnosis can greatly impact 
upon the overall functioning of the individual (Warner et al., 1989).
Despite these positive aspects, overall the literature more often points to the negative 
aspects of diagnosis. The experience of attaching a name to someone’s distress may be 
seen as positive for some, but it may also serve to create a spurious impression of 
understanding. As Kendell (1993) highlights “to say a patient is suffering from schizophrenia 
actually says little more than that he has some puzzling but familiar symptoms which have 
often been encountered before in other patients” (p.278). This issue is particularly relevant 
for the diagnosis of Personality Disorder. The lack of confidence with the diagnostic label and 
its origins is echoed in those that receive such a diagnosis “ it was a dustbin label... it was just 
a diagnosis where you don’t fit into other categories” , “ I was diagnosed with personality 
disorder because there was nothing else they could do really...they didn’t have a clue really” 
(Horn et al., 2007, p262). Often people’s experiences of receiving a label can be seen as 
catastrophic. Barkham & Hayward’s (1995) study on the lives of long-term service users 
shows clearly the struggles people have coming to terms with diagnosis. In investigating their 
experiences, individuals reported feeling trapped within a negative framework, and their 
experiences of stigmatisation and discrimination.
14
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Stigmatisation & Discrimination
A body of literature presents evidence of stigmatization and discrimination faced by users of 
mental health services in many aspects of life, including employment, parental rights, 
housing, immigration, insurance, health care and access to justice (Sayce, 1998). It has 
equally been reported that experiencing mental health difficulties greatly impacts upon basic 
social networks and social inclusion (Rankin, 2005) There is some evidence to suggest that 
diagnostic labels feed into this problem, and that such labels influence not only the public’s 
attitudes and perceptions but also those of the person at the receiving end of a diagnosis 
(Gray, 2002; Purvis et al., 1988). However, whilst reducing the stigma around mental health 
problems should be a high priority and long-term objective, I wonder to what extent removing 
diagnostic labels will achieve this endeavour alone? If perceptions of mental illness and 
disorders are based on the premise of abnormality, then surely this needs to be the target of 
increasing social inclusion.
Access to Services
Whilst the process of receiving a diagnosis grants access to such things as benefits and 
protection under the Disability Discrimination Act, it is perhaps most widely seen as the 
gatekeeper for gaining profession help. One benefit that I perceive to be drawn from the 
development of diagnostic categories is the recognition for, and creation of, new services to 
deal with people’s problems. However, many service users have criticised the medical bias 
that this helps often takes. Criticism of this approach has been common among service user 
activists, due to it not providing the types of services that people want. The focus of the 
biomedical framework and the widespread use of drug treatment have been particularly 
criticised (Campbell, 2007).
Mental health services users have long been voicing their dissatisfaction with the psychiatric 
system and advocating user-led alternatives. People who hear voices are challenging a 
medical concept often seen as central to schizophrenia diagnosis and developing new 
coping strategies (Romme & Escher, 1993). Emphasis on recovery in now being made, with 
a move away from symptoms to allow for boarder notions of what recovery means, such as 
increasing quality of life (e.g. Repper & Perkins, 2003). Rufus May (2004; 2007) highlights 
the use of adopting a community psychology approach in allowing us to put service users 
views and experiences at the centre of our work. The importance of gaining from service 
users’ experiences is paramount for us to move forward in our clinical practice. Their 
involvement in the planning and delivery of care services alongside the adoption of the 
recovery model within current policy, are of great importance (Department of Health, 2004a; 
Kinderman et al., 2008). It is imperative to remember that they are the ‘experts by 
experience’ and therefore an extremely valuable resource in planning better services.
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Me
I feel that it is important for me to reflect on my own perspectives and biases when 
considering the issue of diagnosis and classification. My undergraduate degree was very 
much organised and presented in understanding people’s distress through diagnostic 
classifications, and this appears to have been the experience of many others (Harper et al., 
2007). This perception was reinforced throughout my forensic Masters and experience within 
forensic settings, particularly given that detention often required a rationale for confinement. 
In this sense I have very much ‘grown up’ in the world of assuming and perhaps taken for 
granted that diagnosis was the only way to understand and communicate such distress. 
Whilst the application of diagnostic labels didn’t always sit easy with me, I was unsure as to 
why at the time. It was not until working alongside clinical psychologists did I see an 
alternative approach to understanding the clients I had seen.
I am pleased to see that this focus within education is now being addressed. Harper et al., 
(2007) argue that teaching on psychology courses needs to move towards a consistently 
psychological account of mental health problems (Harper et al. 2007). I suppose my concern 
would be, let’s not make the same error as some of those within the field of psychiatry and 
assume that our ideas and ways of working are somehow the answer. There are going to be 
those whose distress is underpinned primarily by disruption to psychological processes, but 
also those whose problems stem from a predominantly biological base. The challenge will be 
in distinguishing these to provide the best possible treatment.
Whilst the mental health system appears to be in the process of radical change, with 
advocating psychological therapies for treating peoples difficulties, I wonder to what extent 
our current systems of working are set up to accommodate these changes, particularly given 
the resource shortages within the NHS. Having come from a very over resourced institution 
previously, I have only recently seen the real impact such shortages can have on services. 
The process of writing this essay has increased my awareness of the role the medical model 
and diagnostic systems such as the DSM has played in shaping current mental health 
services to this point, but also the impact that this has had on service users. I am looking 
forward to the challenge of readdressing this narrow focus within my own clinical practice in 
the future.
Future Directions and Conclusions
In my opinion, classification systems such as the DSM cannot easily be abandoned, and the 
idea that a diagnosis can, or should be replaced by formulation approaches is based on a 
fundamental misunderstanding of both. Whilst formulation may provide us with the 
idiosyncratic nature of a person’s problem, it has no utility in any situation in which 
populations or groups of clients need to be considered. Therefore we also need a system 
whereby, we can group together commonalities within people’s experiences, so as to provide 
a framework for understanding, treating, communicating, and conducting valid research. I am
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certainly not advocating the continued use of the current system; indeed I feel that a 
classification based upon a biomedical understanding of mental ill health limits our capacity 
to take account of more contextual factors and processes. We have also seen the impact 
that this approach has for service users. Instead I simply raise the question as to what new 
ways of defining such categories would prove most useful, so as not to limit our vision and 
allow us remain curious to the our clients presenting problems.
The DSM-V is tentatively scheduled for publication in 2012 and is likely to contain many of 
the same categories that we see within the 4th edition. If incorporated, the inclusion of 
dimensional approaches is likely to be a great improvement on the current system. However, 
many are sceptical as to whether we have the current theoretical knowledge to base this 
approach on (Brown & Barlow, 2002). Perhaps, more importantly is the need to adopt a 
model, which reflects more global processes. It will be interesting to see how models, which 
advocate psychological processes, evolve. I feel it is fair to say, that Psychology is becoming 
much more centre stage within assessment and treatment of mental health problems. It will 
be interesting to see how this impacts upon the current theoretical underpinnings of mental 
disorders. However, given that the use of diagnostic manuals is likely to continue for the 
foreseeable future, the involvement of service users in their development certainly would be 
seen as a momentous step forward.
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Professional Issues Essay -  Year 2
Clinical Psychologists are expected to take a clinical leadership role in 
mental health teams. What themes and approaches might inform our 
understanding of a clinical leadership position and its usefulness to
others?
January 2010
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INTRODUCTION
The issue of leadership continues to predominate in the literature on professional and 
organisational life (Vance & Larson, 2002). The National Health Service (NHS) is no 
exception to this, and developing effective leadership has been announced as one of its key 
priorities in its modernisation plans (Crisp, 2001). The importance of effective leadership is 
recognised as critical to the success of service development, and creating an environment of 
shared responsibility and accountability is an important focus (Department o f Health (DoH), 
2007). The need for stronger front-line clinical leadership has been highlighted as a major 
driver in further developing psychological services in order to meet the needs of the 
population. In terms of skills and competencies, clinical psychologists are perceived as well 
placed to take on these leadership roles and positions.
Within this essay I will initially endeavour to briefly explore the concept of leadership but also 
how it is understood and conveyed within the NHS. I will more specifically look at the need 
for stronger front line clinical leadership and how useful this role may be and to whom? Given 
the current drive behind encouraging clinical psychologists to take on these roles, I will 
endeavour to review some of the literature on what makes someone an effective leader, and 
will evaluate a number of theories and models of leadership in order to highlight some 
themes and approaches that may be helpful for clinical psychologists to consider. It will not 
be within the limits of this essay to comprehensively cover all of the literature pertaining to 
theories of leadership. I will therefore select what I feel is the most pertinent literature for my 
discussion.
Defining Leadership
The conceptualisation of the term leadership has a complex evolutionary history. A number 
of definitions have been put forward over the years, but it still remains an elusive concept. 
Daft (2005) states that “scholars and other writers have offered more than 350 definitions o f 
the term leadership” and concludes that leadership “is one o f the most observed and least 
understood phenomena on earth” (p.29).
Whilst key authors are unable to agree on the nature or essential characteristics of 
leadership, a number of perspectives have been offered. Definitions that have been posited 
include that by Rost and Barker (2003) who suggest that leadership is primarily a relationship 
between leaders and followers:
“Leadership is an influence relationship among leaders and followers who intend real 
changes and outcomes that reflect their shared purpose” fp.3)
Goodwin (2002) similarly sees it as in influential relationship but emphasises the wider 
organisational context:
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“Leadership is a dynamic process o f pursuing a vision for change in which the leader is 
supported by two main groups: followers within the leader’s own organisation, and influential 
players and other organisations operating in the leader’s wider, external environment.” (p.8)
In defining the role of a leader, Rafferty (1993) commented that leaders ‘care for the people 
they are leading/serving. Leaders try and strengthen and promote these people...they 
facilitate and help and encourage and praise’ (p.4), however others have argued that the 
leaders are used to move a group toward a goal settings and goal achievement (Benhard & 
Walsh, 1995). However, I wonder whether it could be a combination of both?
Owen (2005) postulates that one of the barriers in the definition of leadership is the belief 
that leadership is related to seniority. Leadership has commonly seen as synonymous to 
management, although there is now awareness that they are distinct entities, despite some 
overlap that may occur between them in practical terms (Bryman, 1996). Marquis and 
Hustons (2009, p.32) argues that ‘a job title alone does not make a person a leader. Only a 
person’s behaviour determines if  he or she occupies a leadership position. The manager is 
the person who brings things about - the one who accomplishes, has the responsibility, and 
conducts. A leader is the person who influences and guides direction, opinion, and course o f 
action’ (Marquis & Huston, 2009, p.32). In this sense, a leadership position could be 
occupied by either an individual who is in a formal leadership or management role, but 
equally someone who takes on this role more informally within a team.
A recent review of health care and business leadership concluded that the search for a single 
definition of leadership in health care and business was fruitless and perhaps even irrelevant 
(Vance & Larson, 2002). It was argued that an appropriate choice of definition depended 
upon the theoretical, methodological and substantive aspects of leadership being considered 
(Edmonstone, 2009). It therefore may be more appropriate to look at leadership within the 
context where it is being considered. What I have deduced from the multiple definitions I 
have read is that leadership is essentially a relationship based activity, one where context, 
vision, passion and follower engagement are all important components. I will now aim to look 
at the concept of leadership within the National Health Service (NHS) and in particular within 
psychological services and the need for increased clinical leadership.
Leadership within the NHS
Developing effective leadership is a key priority for the National Health Service 
modernisation strategy and policy. In the Modernisation Agency’s series of Improvement 
Leaders Guides (NHS Modernisation Agency, 2005), leadership was described as about:
> Challenging the process, inspiring a shared vision, enabling others to act and 
modelling the way.
> Transforming followers into leaders themselves.
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> Creating an environment that supports individual team members in being maximally 
effective in achieving those outcomes that are valued by users and their supporters.
The service provision and delivery of the NHS has changed dramatically over the last 10 or 
so years. In particular, there has been increased investment in mental health services 
(Sainsbury Centre for Mental Health, 2003) and as a result of this the delivery of 
psychological therapies has changes and continues to do so (Layard, 2005). In the 
Department of Health (DoH) 2004 document (DoH, 2004b; p.7), good leadership was 
described as ‘essential to the delivery o f effective psychological therapy’. It also stated that 
‘psychological therapy services also need clear management’ as to meet the needs of 
individual practitioners ‘whilst balancing effective working across providers, such as 
CMHT’s, acute wards, early intervention services, ethnic minority services, services for 
people with learning disabilities, for older adults and others’.
The importance of effective leadership is recognised as critical to the success of service 
development, and creating an environment of shared responsibility and accountability appear 
to underpin the NHS focus on leadership. Therefore engagement of clinical staff can be seen 
as key to achieving many of the NHS's aims. Crisp (2001) argues that:
‘‘Leadership must be exercised at all levels in all settings in the clinical team and in support 
sen/ices, in the ward and in the community and in the boardroom. Leadership is about setting 
direction, opening up possibilities, helping people achieve, communicating and delivery” (p.4)
There have been a number of major leadership initiatives launched in recent years, which 
have become part of the NHS Plan (DoH, 2000b). Such initiatives include clinical 
governance, citizenship, primary care group leadership, the chief executive programmes and 
clinical leadership development. Whilst all of these are worthy of discussion, the focus of this 
essay will be on the application and utility of clinical leadership.
Clinical Leadership
It has been argued that the need for effective leadership is not restricted to the top-level 
leaders of services, and the importance of front-line, ‘clinical leadership’ is critically important 
for developing integrated team work to improve effectiveness (Millward & Bryan, 2005). 
Whilst the concept of ‘clinical leadership’ has equally been difficult to define, Millward & 
Bryan (2005, pp.15) described it as ‘facilitating evidenced-based practice and improving 
patient outcomes through local care” . Therefore, indicating the need for leadership to be 
meaningful and locally and clinically responsive. Edmonstone (2009) argues that compared 
to more managerial leadership, clinical leadership has always had a prime focus on the 
patient, client group or service, with clinical leaders either being appointed by management 
or chosen (formally or informally) by their professional peers.
26
ACADEMIC DOSSIER Professional Issues Essay
As a result of this focus, clinical leadership has obvious benefits for service users, team 
members and the service as a whole. Greater leadership at the front line has been argued to 
have an impact on clinical governance ratings, job satisfaction, staff well-being and a 
reduction in intentions to leave a service for staff (Edmonstone, 2009). It was also found to 
impact on service user satisfaction (Corrigan, Lickey, Campion & Rashid, 2000) as clinicians 
are more able to be responsive to their needs. Given that one of the NHS’s aims is to 
become patient-led, I feel that listening and responding to service users’ views is paramount 
in providing a service that is going to meet their needs. Also empowering staff to implement 
and manage change at this level will similarly allow them to think more creatively about doing 
this.
Whilst there are many advocates for the governments drive to increase clinical leadership, 
particularly within psychological services, many have not been so keen, arguing that it may 
lead to a situation where there “are too many chiefs” (Russell, 2001), which will impact 
negatively on inter-professional working and service delivery (Curtess, 2001). However 
others have argued that such a proposition is based on quite restricted definition of formal 
leadership, and that increasing clinical leadership is more about creating a greater ethos of 
clinical governance (DoH, 2007).
Clinical Psychologists and Leadership Roles
Whilst a number of profession may have the necessary skills to take on a lead role within 
teams, the New Ways of Working for Psychiatrists report particularly advocated a stronger 
clinical leadership role for applied psychologists arguing that ‘psychologists, by virtue o f their 
training, competencies and experience, can lead and manage teams, and take 'clinical 
responsibility' while supervising more jun io r staff. The DoH (2007) further argues that 
psychologists ‘contribute psychological knowledge from a broad theoretical base and 
extensive range o f approaches. This broad knowledge base means that they can offer 
flexibility and use o f integrative approaches to working with individuals and groups’ (p.9).
Whilst in the past psychologists have often struggled to get recognition for their contribution 
in health care settings, more recently there has been wider acceptance of their contribution 
and as such their wish for greater leadership has gone from one of campaigning to 
implementation (DoH, 2007). Whereas previously there had been no framework for 
leadership development, this has now changed and such a framework has been proposed 
for each stage of their career path (see Appendix 1). As a result, the expectation that applied 
psychologists will adopt leadership roles earlier in their careers is increasing (DoH, 2007) 
The Department of Health’s new Career Framework (DoH, 2005e) suggests that 
psychologists who are the equivalent to advanced level practitioners (AFC Bands 7, 8a and 
b) and consultant (AFC 8c and d and 9) will adopt greater leadership roles in delivering 
psychological therapies. This is earlier than is currently assumed in our career path. It is 
envisaged that such a move will have a cascading effect with greater leadership skills
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development needed across all grades from doctorate training to consultant levels (DoH,
2007)
What Makes an Effective Leader?
Many theories have been put forward in an attempt to conceptualise effective leadership. 
Given that psychologists are now expected to take on such positions, it may be helpful to 
consider what themes and approaches from the literature would help to inform our 
understanding of what type of leader would be the most useful to the teams we work within 
and to other professionals.
Leadership Traits and Qualities
The traits and qualities of great leaders have long been studied. Many have argued that the 
necessary traits and qualities for effective leadership are in inherited and therefore very 
much focused on an individual’s natural ability to lead, whilst others have argued that 
prospective leaders can be taught skills that will make them into good leaders (Northouse, 
2004). Whilst the former has led to the cataloguing of hundreds of traits and qualities, the 
latter has seen the emergence of leadership development courses aimed at turning out great 
leaders. Some of these traits put forward include intelligence, self-confidence, determinism, 
integrity and sociability (Northouse, 2004).
However many have argued that the trait approach is largely determinist (Zaccaro, 2007). It 
could be suggested that many of the traits identified are relatively abstract and how they are 
defined may refer to different behaviours. Equally, what may be a useful trait in one setting or 
culture may not be useful in another and they do not appear to consider the role of followers 
or situational conditions that impact upon a person’s ability to lead. In arguing for the 
importance of context, Stogdill (1948) stated that, “the evidence suggests that leadership is a 
relation that exists between persons in a social situation, and that persons who are leaders in 
one situation may not necessarily be leaders in other situations” (p. 65). In this sense I think 
that it is important not consider traits in isolation but rather see them in a constellation of 
attributes that influence leadership performance (e.g. Zaccaro, 2007).
It is clear to see how many of the traits and qualities identified could be developed and 
trained within a persons skill set (e.g. better communication, political awareness), however 
others are perhaps not so amenable to this (e.g. empathy, interpersonal skills). Different 
roles will also require different qualities and skills. Job person specifications are often littered 
with essential and desirable skills and qualities that employers are looking for when 
employing for particular roles. With respect to leadership roles, the NHS has compiled a 
qualities framework which contains a list of key characteristics, attitudes, and behaviours 
expected of leaders, now and in the future. It presents 15 qualities, arranged around three 
clusters: personal qualities, setting direction and delivering the service (see Appendix 2). 
Whilst it has been suggested that this framework can be used to review general leadership
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on an individual basis, within teams or as an assessment tool to assess leadership capability 
and capacity, it has been argued that more is needed when focusing more specifically in the 
delivery of psychological services (DoH, 2007).
They argue that clinical leaders within psychological services will also need to be able to 
draw on a range of psychological theories and styles to assess and formulate the situation 
and then act accordingly. For this to happen they argue that individuals need analytic skills to 
critically appraise situations on multiple levels in both technical (e.g. immediate clinical 
imperative and requirements) and people terms (e.g. harnessing appropriate and co­
ordinated action as necessary to a high standard) (DoH, 2007). Many of these skills 
mentioned above already form part of a clinical psychologists training and skills set which 
may be why we are deemed so appropriate for the roles of clinical leaders. However I think 
that the style of leadership is also critical to leading a team forward.
Leadership Styles and Models
Whilst many theories have focused on the traits and qualities of effective leaders, others 
have focused on ‘leadership style’, particularly given the evidence that style of leadership has 
been found to increase performance across a range of working setting, including health care 
(Clegg, 2000, Outhwaite, 2003). A number of researchers have put forward ideas, each with 
an associated agenda of how organisations should be led (Millward & Bryan, 2005). Such 
ideas have been based on the assumption that leader behaviours can be described as either 
‘task orientated or people oriented, or as either authoritarian or democratic and that the 
effective leader is a democratic one, but one who is able to deploy either a task- or people- 
oriented style to suit the occasion’ (Millward & Bryan, 2005; p3). It will perhaps be helpful to 
explore these styles and models in more detail to ascertain what themes and approaches, if 
any, may be relevant and helpful when thinking about leadership within a clinical leadership 
role for clinical psychologists. Whilst there is an abundance of different styles and models 
available to draw on, it would be unrealistic for me to be able to cover all of these within this 
section. I have therefore chosen to discuss leadership styles that I have come across in my 
reading of the NHS leadership literature.
Servant Leadership
The term Servant Leadership was initially coined by Robert Greenleaf in the 70’s to describe 
a leader who is often not formally recognised as such (Greenleaf & Spears, 2002). In this 
situation, an individual who at any level of an organisation leads by virtue of meeting the 
needs of the team are referred to as such. Within this style of leadership, leaders achieve 
power based on their values and ideals. Advocates of this model, suggest that it has 
important value in a world where values are increasingly important (Greenleaf & Spears, 
2002). Looking back over my experience of working within psychological services, I think that 
psychologists have often taken on or had this position placed on them. Providing alternative 
ideas or opinions or better ways of working have often seen the psychologists I have worked
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with, leading on a number of projects within teams. In turn, team members have often looked 
to them for direction on particular ways forward. This style was very much valued within the 
team and provided a good role model for others to also take initiative in thinking creatively 
about service development. Given that there will be a limited number of formal positions of 
clinical leaders within teams; I can foresee psychologists continuing to take on this more 
informal leadership styles in the future.
Transactional Leadership
It has been argued that transactional leadership has been the dominant style employed 
within the NHS in the past (DoH, 2007). In comparison to Servant Leadership, individuals 
who adopt this style of leadership are often in a formal leadership position. This style is 
based on the premise that those being led agree to obey their leader when they accept the 
job and as a result get paid in return for their efforts and compliance. Leaders lead by 
offering incentives and rewards to encourage higher standards or greater productivity or by 
taking coercive action when standards are not met (Burns, 2005). Whilst this form of 
leadership is often used in many organisations, it is often said to be a way of managing 
rather than true leadership as its focus is on short-term goals and tasks.
I think that this style of leading would be less familiar to clinical psychologists’ practice, who 
are trained in the importance of working together, shared goals and meeting individuals’ 
higher personal needs. Although effective in perhaps achieving short term goals, I think that 
used alone and over a period of time, this style of leadership could have the potential to 
alienate team members and lead job dissatisfaction.
Transformational Leadership
Recent research endeavours are dominated by the concept of transformational leadership. 
This concept was initially introduced by Bass and Avolio (1993) and highlights the 
importance of interpersonal and influencing skills as being a focal point of effective 
leadership (Clegg, 2000), in comparison to what was previously referred to as transactional 
leadership. Burns (1978, 2005) distinguishes between these two types of leadership. Whilst 
the latter sees ‘the relations o f most leaders and followers as transactional -  leaders 
approach followers with an eye to exchanging one thing for anotheT. By contrast, the 
transforming leader ‘looks for potential motives in followers, seeks to satisfy higher needs, 
and engages the full person o f the follower. The result o f transforming leadership is a 
relationship o f mutual stimulation and elevation that converts followers and leaders and may 
convert leaders into moral agents’ (p. 4).
There is increasing evidence that this style of leadership is effective in increasing work 
related performance across a range of settings, including health care settings (e.g. Clegg, 
2000, Outhwaite, 2003). For example, a number of studies have been carried out in recent 
years that looked at the different leadership styles used within mental health teams. One of
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these studies investigated the relationship between leadership style and service user 
satisfactions and quality of life (Corrigan, Lickey, Campion & Rashid (2000). The researchers 
found that satisfaction and quality o f life o f service users was positively associated with both 
transformational and transactional leadership styles of leaders from their mental health 
teams. They similarly found that leaders who rated themselves as inspirational, and team 
members who rated their leaders as charismatic and considerate of others, were more likely 
to work in programs that service users found satisfying. Corrigan & Garman (1999) also 
explored the impact of transformational and transactional leadership from the teams’ 
perspective. Their study found that leaders using transformational skills helped team 
members view their work from different perspectives and helped team members develop 
innovative ways to deal with work related problems. It could therefore be suggested that 
leaders who adopt a transformational style not only increase satisfaction for service users, 
but they also have an impact upon team members’ work.
It is clear to see how adopting this approach would be beneficial to clinical psychologists in 
lead positions. Inspiring leadership qualities in others and motivating a team to share in a 
common goal has obvious benefits for improving attitudes towards work and job satisfaction, 
but also the indirect benefits this has on patient care. Equally, beneficial appears to be 
having a focus on relationships in comparison to authoritarian management style, for 
examples, in exploring how team leaders get members to ‘go the extra mile’. Haslam and 
Platow (2001) found that it had less to do with the personality of the individual leader, but 
instead was more to do with ‘higher order relationships between leaders and followers’. They 
argued that there needs to be ‘an emergent social identity in which leaders and followers are 
creatively united’ (p.1477). In this sense, the success of leadership hinged on the leaders 
ability to turn ‘me’ and ‘you’ into ‘us’. I feel that developing good working relationships is 
therefore of paramount importance, particularly when working as a clinical leader on the 
front-line.
Adopting this approach is not likely to be without its challenges however. Not all team 
members may respond to such an approach, and maintaining such a macro perspective may 
at times be challenging when faced with a large clinical work load. Clinical Psychologists 
often have competing and sometimes incompatible responsibilities as both leaders and 
clinical providers (Fitzgerald et al, 2006) and are therefore subject to conflicting expectations. 
I have witnessed such challenges within one of previous workplaces, where my manager not 
only had the responsibility of clinical lead, but she also had to maintain a substantial clinical 
caseload. Failure to do so would have put her in a difficult position, particularly given that the 
service was stretched to capacity and everyone had huge caseloads. I think finding this 
balance between clinical caseload and leadership responsibilities will be a great challenge 
for newly qualified psychologists, particularly if time is not formally allocated to each task.
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Situational Leadership
This form of leadership adopts the view that there is no one way to lead or manage that suits 
all situations. In this sense, the most effective approach is based on a number of 
considerations, including, the culture, skills and experiences of those being led, the work 
involved, the organisational environment, and the leaders own preferred or natural leadership 
style (DoH, 2007). As such, a leader that adopts such a style will switch instinctively between 
styles according to the people and work they are dealing with. It has been argued that 
leadership development approaches, which are based on a single model, are unlikely to 
meet the leadership skills gap for delivering psychological services (DoH, 2007).
The ability to assess, formulate and take action are key skills that psychologists are taught. 
Adopting this flexible approach is therefore not going to be completely new to them. What 
has becomes apparent to me having engaged in literature above, is that not every style 
would be suitable for every situation and the importance of adopting a flexible approach is 
critical to be an effective leader.
Important Considerations
Whilst a number of themes and approaches have been considered, I feel that there are a 
number of considerations that merit discussion.
Diversity
Contextual factors, such as culture have been highlighted as important issues in examining 
the impact various leadership styles will have on employees. Walumbwa, Lawler & Avolio 
(2007) argue that cultural context plays a critical moderating role in the relationship between 
leadership style and important employee attitudes. In surveying over 800 bank employees in 
China, India, Kenya and the US (countries that represent both collectivist and individualistic 
cultures) they found that individuals who are allocentric (i.e. those embracing group- 
orientated, collective values) responded more favourably to transformational as oppose to 
transactional leadership whilst the opposite was true for idiocentric employees (i.e. those 
embracing individual goals and accomplishments). Whilst a number of limitations to the study 
were cited, the study does provide a more detailed picture of the nuances associated with 
cross-cultural leadership. This paper highlighted for me the importance in seeing leadership 
as a dynamic and fluid concept and the need to use a leadership style that best matches the 
values of each employee as oppose to adopting a ‘one size fits all’ approach. Diversity may 
also show its self in many forms, and individuals’ may have different motivations. An effective 
leader will need to work with these differences in order to find a mutually acceptable goal 
between them and other team members. I think that a situational style of leadership that 
draws in components of the other styles may in this instance be the most adaptive.
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Power
The issue of power and imbalances in power also merit consideration. As many of the 
definitions of leadership depict, the very nature of leadership or being a leader always 
involves a leader follower relationship and as such is open to the potential of abuse. I feel 
that it is vital to always be aware and recognise the potential for this to occur. As 
psychologists, we are obligated to practice within our professional practice guidelines (BPS, 
2001). When considering colleague relationships these guidelines highlight that ‘delegation 
of tasks and workload should be based on negotiation, consultation and mutual respect 
wherever possible’ (BPS, 2001; p11).
Reflections
I was initially interested in this essay given the multiple messages we are receiving on the 
course about the expectation of us all to take on clinical leadership roles post qualification. I 
hoped that choosing this essay would allow me to increase my understanding of leadership 
more generally, but particularly what might be expected from a clinical leader. A personal aim 
for myself from writing this essay was for me to think for myself about what type of leader I 
would like to be when it came to the time for me to take on such a position. Given that I am 
only 18 months away from qualifying, this seemed like a very daunting challenge. Having, 
however spent time reading through the copious amounts of literature on this topic, I do feel 
a little more prepared for what lies ahead, although still somewhat daunted nonetheless.
I wonder how this new focus on clinical psychologists becoming clinical leaders will impact 
the profession overall. Will the delivery of therapy be restricted to more junior members of 
staff with our role being to supervise and develop services? I hope not. Whilst I may aspire to 
more formal positions of leadership, I think it will always be important for me to keep 
grounded in day to day clinical practice itself. I feel that doing so will only increase my 
effectiveness in leading a team. I also hope that those psychologists who do not wish to take 
on any formal leadership position will not feel pressure to do so and that their choice will not 
negatively impact on their careers.
Future Directions and Conclusions
It is evident from the literature that a great deal of thought and development is currently being 
invested into broader and different views of leadership than has previously been considered. 
However, it is perhaps not surprising that no collective definition of leadership yet exists or is 
likely to exist. The term leadership encompasses a great number of factors and can have 
very different interpretations depending upon the context to which it is being applied. The 
NHS has identified the need for clear leadership across all levels of the organisation in order 
for it to achieve it aims. It is clear that frontline clinical leadership is of paramount importance 
in developing services and there is a great amount of evidence that it is helpful to clinical 
teams and staff, but more importantly service users. Clinical Psychologists have been named 
as one of the professions that have the training and experience to take on these roles;
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however until recently there have been limited opportunities or training in order for this to 
happen. Leadership frameworks have now been put forward in forging this path, which is a 
positive step.
The previous literature on leadership has highlighted a number of traits, qualities and styles 
of leadership that has been helpful in particular contexts. What appears to be clear is that not 
one of these styles alone will be effective within any leadership role. Effective change 
management through the application of leadership skills will need to draw on multiple models 
of leadership and change. Whilst a number of qualities and traits have also been listed as 
important development needs for leaders, I also feel that personal authenticity and keeping 
true to your own beliefs values will stand any psychologist in good stead for taking on these 
positions. I personally look forward to the opportunities that have now been laid before us as 
a profession and to the challenges that this may bring.
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Appendix 1: Leadership Development Framework.
Leadership Development Tasks
Executive Band 8(d)-9
•  Leadership development of others
•  Mentoring -  including peer mentoring and mentoring to others
•  Succession planning
•  Policy Leadership
•  Strategic Planning
Consultant Band 8(c)-(d)
•  Mentoring -  including peer mentoring and mentoring to others
•  Differentiation into tripartite role -  clinical, professional, managerial
•  Application of skills, lead for psychology at organisational level
•  Support leadership role and function of executive leadership
•  Identification of leadership skills and needs at speciality/service level
•  Leadership development, with attention being given to potential 
successors from 8(a)-(b) banded staff, supporting equal opportunities
•  Setting future direction for specialty/niche market/professional 
subgroup/team
•  Policy Leadership
Principal Band 8(a)-(b)
•  Mentoring -  including peer mentoring and mentoring to others
•  Identification of leadership skills in others (individuals)
•  Support leadership development of others
•  Align learning experience to future leadership needs
•  Leadership consultation across one or more settings
Clinical Psychologist Band 7
•  Mentoring -  including peer mentoring and mentoring to others
•  Consolidate skills
•  Broaden repertoire and extend application of leadership skills
•  Future career planning
•  Wider range of practical experience (across settings)
•  Role model to others
•  Longer-term projects
•  Proactive identification of opportunities
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Pre-Qualification Band 6
•  Personal leadership profile
•  Increase awareness of impact on others and system
•  Develop strengths and strengthen areas of need
•  Scenario discussions with mentor
•  Experiential learning on placement
•  Feedback from multiple perspectives
•  Develop political and organisational awareness
•  Knowledge of other professional groups
Selection Stage Selection criteria to include section on leadership potential
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Appendix 2: NHS Leadership Qualities Framework
I
Intellectual
flexibility
Broad 
scanning
Seizing
the future
Political
astuteness
Setting
direction
Delivering
Leading change
through people
Personal qualities
Self-belief 
Self-awareness 
Self- management 
Drive for improvement 
Personal integrity
Drive for 
results
Collaborative
Holding to  
account
Effective
and strategic
influencing
Empowering 
others
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The Problem Based Learning (PBL) Task
Our Personal and Professional Development Group met for the first time in September 2008, 
and we were given the task to deliver a presentation on the ‘Relationship to Change’ six 
weeks later. Following this presentation, we all began our first adult mental health placement. 
Three months on, this account contains my narrative of the PBL process including reflections 
on the exercise itself, the group process, the content of our presentation and the impact that 
it has had on me personally, but particularly within my clinical practice.
Group Formation & Process
The Task
The group initially met at 5pm on our first day of term, after a day of introductions and 
welcomes. I remember feeling anxious as all eight of us again introduced ourselves. Our 
facilitator introduced the PBL task and we were given a handout to help prompt our ideas. I 
remember initially feeling great confusion over what our actual task was. It certainly did not 
seem clear from the instructions given, and the group appeared to share my anxieties (which 
was comforting). One member spoke about having been involved in PBL exercises 
previously, but stated that the problem was well stated. Here there was no obvious problem, 
other than we did not appear to have one. I remember asking our facilitator for some more 
concrete instructions, but she stated it was for us to discuss what it meant to us. I remember 
feeling some frustration, “why wasn’t she guiding us?”. However, I felt that when our 
facilitator was absent, the group and myself appeared to take more responsibility in defining 
our own learning objectives. This type of learning was also very alien to me. Throughout both 
my degrees I have become used to a much more formal and didactic teaching methods and 
whilst throughout my previous work experience, I feel that I have developed my problem 
solving skills, this task appeared to be quite abstract. It is only now that I can appreciate the 
lack of structure that was provided by our facilitator. It allowed us to own our own work, take 
responsibility for our decisions and it has allowed me to develop trust in others and myself, 
which I feel has made us closer as a group (e.g. Wood, 2003). Also the openness of 
individuals to discuss their difficulties or uncertainties put me at ease and normalised my 
anxieties. This experience has also made me aware of how clients may feel when they first 
enter therapy. How they may be unclear about what their role is or the concept of therapy, 
and the importance of providing some level of reassurance to them, whilst also 
acknowledging that some level of anxiety is to be expected.
Within our first PBL session, the group had to allocate its members particular roles. This 
process is often suggested for such groups (Wood, 2003). The roles of ‘Chair’ and ‘Scribe’ 
needed to be decided. Initially, group members appeared apprehensive in saying they would 
or would not like the roles, however, two individuals did volunteer. I remember feeling that I 
would not like the role of Scribe, as I was a note-taker for a student within other lectures. 
Here, I wanted the opportunity to discuss things freely without having to write everything 
down and potentially miss out on the discussions and group process. I thought about opting
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for the role of the Chair, but I did not feel confident enough. I suppose I was also very 
conscious about what others might think of me if I was to volunteer, for example “she’s 
pushy/forward”.
The endings of sessions were sometimes rushed, which resulted in individuals feeling 
confused as to what had been agreed and homework assignments. Whilst the allocation of 
these assignments helped me feel that I was being an active group member, it also made me 
aware of the importance of allowing enough time for session endings with my clients. This 
has not been easy with some of them so far, and rushing through homework tasks has 
resulted in misunderstandings. I now aim to set aside adequate time within sessions to do 
this (e.g. Kirk, 1989).
The group initially explored what the concept of change meant to them. It appeared that this 
held very different meanings for people, and a huge amount of ideas were generated. I feel 
the diversity o f ages and experiences within the group assisted in this process. It was 
interesting to see very different perspectives and views from our discussions; with some 
individuals taking a more individual focus and others a more global and social view of 
change. All group members were very respectful of these differences, appearing to want to 
include everyone’s thoughts, but I was also quite concerned about making the presentation 
too broad. This was a little frustrating at times, and I remember wanting to pinpoint what our 
focus was going to be. I remember feeling somewhat anxious about wanting to input into the 
discussions, but also not to be too vocal. Finding this balance was something I struggled with 
throughout the task and to some degree I still struggle now in the group. In the past, I have 
had difficulty putting trust in others, and this was particularly due to my fear that the work 
would not get done and we would fail. I therefore would often take a lead role in such 
projects in an attempt to manage my anxieties around this. Throughout this task, I was 
somewhat surprised (despite some anxieties) at my ability to sit back and not take control. In 
part, I feel that there was something about this group that allowed me to trust them quite 
early on. I remember wondering why this was. Maybe part of it was that I knew that anyone 
who had got through the interview process must be motivated and very able. Another part of 
me was alert to not getting too stressed, too early on in my training, as I have done on 
previous courses. This more relaxed approach seems to have helped me, both with 
university assignments and my clinical work.
Our Focus
Our group decided to focus upon the new changes within clinical psychology (the new IAPT 
Programme) and what this would mean for those seeking help. By taking this focus we were 
able to also include many individual group member’s ideas. I was pleased with our choice of 
topic, particularly given that my knowledge of services provided within the community was 
limited. I felt it was an opportunity to learn more about a service that I was likely to be 
involved with in the future. Conversely, having this limited knowledge made me somewhat
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anxious, and I was left wondering how would the group perceive me if I did not know very 
much?
Our tutor suggested that we consider structuring our discussions within a model of change. I 
was aware of one model, the Transtheoretical Model of Change (Prochaska & DiClemente, 
1983), which I raised with the group. We decided to look at what may influence the stages a 
client might go through in seeking help in the present day compared to the 1980’s. One 
group member was able to interview a friend who sought help in the 80’s and we therefore 
felt that this part of our presentation had some level of authenticity. The model of change 
allowed us to consider the wider implications that might impact on clients seeking help, but 
also in their continued engagement. This has been particular helpful to me in understanding 
some of my clients’ ambivalence in regard to change, but the factors that may influence them 
seeking help, and us as professionals being able to offer it.
My Role
I remember feeling I needed to contribute in a very concrete way to the group presentation, 
so I volunteered to put together the PowerPoint presentation. I sometimes felt quite quiet 
within the group, which was in contrast to my previous experiences of group work where I 
was much more vocal. In part I feel this may have been due to the dazed feeling I had on 
starting the course, but also there were a number of large personalities within the group. In 
order to get the task done I sometimes found myself taking more of a back seat than I would 
usually have done. Maybe undertaking something concrete, like the PowerPoint presentation 
was a way of me trying to validate my presence in the group, and therefore achieving my 
usual role in a different way.
The Presentation
We were second out of the four presentations and I remember feeling really worried having 
seen the first group present and thinking, “ours is not that funny!”, “we haven’t included that!”. 
Despite these thoughts, I feel our presentation went well. It certainly was in contrast to the 
previous presentation as it was quite serious in its content, particularly with the monologue of 
the service user at the beginning. Unlike other groups we had not included a particular slide 
on reflection within the presentation, however I feel that collectively we answered questions 
by the audience on this very well. Throughout the 6 weeks we had grown as a group and 
whilst we had not explicitly noted our reflections, we had discussed them openly within our 
sessions and all felt confident in providing a verbal account of this. In hindsight however 
making these explicit to others may have been helpful.
Impact on Self and Working Practice
I remember thinking at the time of engaging in the task, what can I learn from this that will 
help me in my clinical practice? Other than of course the information we covered in the 
presentation and working collaboratively as a team. I feel that the anxiety o f starting the
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course, making new friends and being perhaps too task focused at the time of the 
presentation limited my ability to think more generally about the broader learning outside the 
context of the presentation itself. Three months however has now passed and I feel more 
able to engage in this reflective account1.
The process has allowed me to see that anxiety of the unknown is not a bad thing but a 
necessary process. This has helped me within my clinical work on placement, where I have, 
and do often feel uncertain about what I am doing with respect to client work. My confidence 
in being able to push through this is now greater than it was and I feel I am more able to see 
that situations will work out. In part, the ambiguity of the presentation allowed me to see this.
I hope my confidence in managing my anxiety will continue to grow as I experience new 
challenges.
I have previously seen myself as someone who was quite reflective. My experiences so far of 
being on the course; engaging in this exercise; and in writing this account has however made 
me aware that I was perhaps not engaging reflectively at that deeper level. Maybe part of this 
is a safety mechanism for not really wanting to delve too deep. What might I uncover or let 
out? My experiences so far on the course have helped me to do this, although I still feel 
some level of reticence in doing so. The members of my PPD group have supported me with 
my anxieties around this and I hope I will become more skilled at both reflecting within 
situations as well as after them. I have however learnt that the process of reflection is much 
more active than I had initially thought and that “fundamental to the concept of reflective 
practice is that we consciously or knowingly consider our experiences” (Jasper, 2003;p.9). 
My experiences have allowed me to perhaps understand the difficulty that some clients have 
in opening up and reflecting on their experiences, particularly to someone they have just met. 
I am much more aware of not ‘jumping in the deep end’ too soon, and try and allow some 
time for our relationship to grow so that they may gain some trust in me.
1 Schon (1991) distinguished between two types of reflection; ‘Reflection-in-action’ and ‘Reflection-on-action’. 
Through the process of reflecting and learning through my past actions (reflection-on-action), such as writing this 
account on the PBL exercise, I hope to become much more skilled at being able to reflect within the moment, 
(reflection-in-action) as I gain more experience.
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The Problem Based Learning (PBL) Task
Our Problem Based Learning (PBL) Group met for the first time on our first day of term in 
September 2009. It consisted of a mixture of both second and third year trainees and we 
were given the task to prepare a consultancy report on how the effectiveness of how the new 
initiative Increasing Access Psychological Therapies (IAPT) could be assessed. We were 
asked to present our report six weeks later. This account contains my narrative of the PBL 
process including reflections on the exercise itself, the group process, the content of our 
presentation and the impact that it has had on me personally, but particularly within my 
clinical practice.
Group Formation & Process
The Task
I think that it is interesting to reflect on how the group initially approached the task. Following 
a brief lecture on the purpose of the PBL task, we all split off into our respective pre-assigned 
groups. We initially began by reading the handout which included details of the task and then 
began to discuss our views on the IAPT initiative. I remember being struck by the strong 
opinions that some members held about the programme and how these conflicted with 
others, including my own. Instead of opening up the discussion, conversations were initially 
dominated by strong voices who were particularly disapproving of the new service. Main 
arguments against it included it being a ‘one size fits all’ approach that does not take 
consideration of individual differences. Another person viewed it as a conveyer belt approach 
that could potentially do more harm than good. Whilst I believed all these points to be valid, I 
was surprised at the very narrow focus we were initially taking. My previous experiences of 
PBL tasks were that early meetings were always more open and people more curious, and I 
remember leaving our first session wondering whether our output was going to be 
representative of all of our views or a certain minority. At the end of our initial meeting we set 
dates for future meetings and work to be done prior to our next meeting. Part of this was to 
read the Layard Report (Layard, 2005) and to focus our reading around outcome data on the 
new service.
The negative focus on IAPT continued for a number of sessions, however those that had 
more of a neutral or positive view of the new service, including myself became more 
confident in questioning others positions. Going against the majority view was quite daunting 
and I remember wondering how this may be received. I certainly did not, and still do not think 
that IAPT is right for everyone and that it can solve the country’s mental health problems 
single handed. However I do think that it will meet the needs for a large amount of people 
that otherwise would not receive help. I think that trying to be more curious about the 
possible benefits assisted the other group members to do the same. In later sessions, the 
group as a whole were able to also reflect back on this and why many felt so threatened by 
the new IAPT service, but also how resistance to change can sometimes have a huge impact 
on the success or not of a service (e.g. Plamping, 1998).
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We spent some time discussing the position of clinical psychologists within services and the 
impact that IAPT may have on our careers. Within our reading around the topic, it would 
appear that we were not the only profession to have such concerns (Goeting, 2009). We 
reflected on the potential insecurities we sometimes feel, being in a relatively new profession 
that has always had to seemingly fight for its position among other professions, particularly 
medicine. I think that also being trainees, who will soon be trying to find jobs within the field, 
exacerbated our concerns, particularly in light of a number of emails that we had received 
around the potential difficulties we may face in finding employment post qualification. I think 
that our concerns around our professional vulnerability may have led to the group’s initial 
defensiveness. I remember that this appeared more obvious for those within their third year 
of study, which is understandable, given that they will be soon to look for employment. 
Having these discussions and acknowledging our feelings of vulnerability, particularly in light 
of us all having worked very hard to even get this far, was helpful to allow us to engage in a 
more balanced approach to the task at hand.
Although within later sessions, the group as a whole were able to engage in some of the 
more positive aspects that IAPT can offer, I think it is important not to forget the initial split in 
views, and negative feelings that were initially present. Going through this process has 
allowed me to see how and why other colleagues and professionals I work with may hold 
such strong views. It has also highlighted the importance of listening to everyone’s voice and 
not to rush to quickly in taking a stance without having a balanced view of the evidence.
Whilst the content of many of our discussions were very interesting and thought provoking, I 
remember feeling periods of anxiety around us not having decided on what to do, well into 
the six weeks we were allocated. The broadness and uncertainty around how to focus our 
ideas often led me to take a more directive role in our conversations. I do not feel I was alone 
in my anxieties as one or two others appeared to also feel the same. I remember thinking 
that the third year trainees seemed much more relaxed and easy going than some of us in 
the second year. My initial thoughts were that they may have been less concerned about the 
task because they were undertaking larger and more time consuming pieces of work, such 
as their MRP and their oral case report at the time. However, now having almost completed 
my second placement, I wonder whether they were just more comfortable in sitting with the 
uncertainty (e.g. Mason, 1993). I certainly feel more able to do this now, compared to when I 
first started the second year. Working within a fast-paced child placement I feel that I have a 
stronger ability to manage situations where the outcome is not always so clear. Managing to 
also complete all the necessary work within a six month period has also increased my faith 
that sometimes the seemingly impossible can be done. I think that this will be an important 
skill for me to continue to develop in both my future academic and clinical work.
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Our Focus and Roles
The original multiplicity of opinions within our group provided us with the idea of doing a 
presentation based on different stakeholders from the IAPT programme and therefore the 
diversity of opinions around it. We hoped that this would allow us to highlight that 
effectiveness should not be measured purely by outcome measures, but include a much 
broader focus.
The group spent some time discussing who these different stakeholders should be, but finally 
decided upon having a Government Minister, a Mental Heath Service Manager, an IAPT 
Course Director, a Clinical Psychologist in training and two service users who had been 
through the service. Whilst it was acknowledged that this approach was artificial, we hoped it 
would allow a diversity of perspectives to be considered. For us, we felt it important to 
highlight not just the Government’s focus on statistics, but also give a voice to individuals 
who have experienced the programme. I think that taking this approach freed us up to 
formulate a response to the question, but also to reflect upon why we initially felt stuck. This 
reminded me of the importance of gathering all the facts and viewpoints, in order to be fully 
informed when making decisions within clinical practice, such as providing consultancy or 
training to a staff team. Whilst I am aware that this is not always feasible, aiming for it at least 
allows a more comprehensive picture to be assembled.
We wanted a presentation that would inform the audience and have an engaging format. 
After lengthy discussions about various ideas, we decided on presenting our findings within a 
format of a Radio 4 show called ‘Just a Minute’ which is presented by Nicolas Parsons. This 
is a show where contestants are given a topic to discuss for a minute, but they may be 
interrupted at any time by another contestant if they repeat, hesitate or deviate from the 
topic. The contestant that interrupts then takes the floor for the remaining time. We felt that 
this format would allow for a debate of the issues in a fun and light way.
After discussion with the main group, each group member separately wrote up their own 
points for discussion. I was to play the role of Nicolas Parson and facilitate the presentation. 
However I also volunteered to put together the main script for the presentation. Reflecting 
back, I recall feeling a little daunted by the presentation itself and given that I was also going 
to be facilitating the ‘show’ on the day, I wanted to have more control over the process. I felt 
that up until that point, nothing concrete had been produced which increased my anxieties. I 
similarly volunteered to put together the very brief PowerPoint presentation which was to be 
used as a backdrop to our presentation. I enjoyed doing this as it allowed me to gain a more 
holistic view over the entire process.
The Presentation
Unfortunately due to having flu, I was unable to take part in the presentation on the day. I 
remember feeling very disappointed that I would not be able to see the outcome of our
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weeks of work, but also very guilty for feeling that I was letting my other group members 
down. The group, however were very understanding and insisted that I stay at home. Whilst 
we regrettably did not meet up as a group again following the presentation, those that I did 
speak to about it said that it went very well, which was echoed in the excellent feedback we 
received from those assessing the presentations.
Conclusions
Undertaking this piece of work has provided me with a greater understanding of the IAPT 
process and allowed me to engage in conversations that I may not have ordinarily had. The 
process has also allowed me to challenge and to be challenged about my ideas. Whilst I feel 
that I still hold true to my original beliefs that IAPT is not a panacea for the populations’ 
mental health difficulties, it has and hopefully will remain a valued resource for many people 
who ordinarily would not get access to psychological therapy.
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Personal and Professional Learning and Development Group  
Process Account Summary
Our Personal and Professional Learning and Development Group commenced in September 
2008 on our first day of term. This process account provides an overview of the development 
of the group throughout our first year of training and discusses the roles and contributions of 
the group members and how this has impacted upon my practice as a trainee clinical 
psychologist.
I initially discuss the structure of our sessions and its group members, and the role I played in 
this early stage of the group. The problem based learning exercise provided a very focused 
structure to these early sessions, and whilst this allowed us to achieve the task, we spent 
little time reflecting on group processes. Adopting a more open and fluid structure following 
this exercise allowed us to explore this in more depth, although I still feel that we often 
engaged in more superficial discussions around this. Discussing current difficulties each 
week provided a supportive forum for us all to receive feedback from the group, but this 
limited the time we had to discuss cases in a more formal way. It was also surprising at the 
lack of conflict that we had within the group, and I spend some time reflecting on this within 
this report. Overall, I feel that I have benefited greatly from being part of this group and 
reflect on the impact of this upon my professional practice throughout this account.
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Personal and Professional Learning and Development Group 
Process Account Summary
This process account provides an overview of the second year of our Personal and 
Professional Learning and Development Group (PPLDG). I have endeavoured to provide a 
précis of my experiences and contributions to the group, but to also provide some reflections 
that I feel have been important to my understanding of the group, myself and my wider role 
as a psychologist.
Within the account, I spend some time discussing the structure of our sessions, and reflect 
on the very different approach we took this year compared with year one. I also spend some 
time reflecting on the added benefit the reading seminars made to the richness of our 
conversations and how much we all gained from these. I similarly spend time discussing our 
group process, particularly in relation to our experience of changing group members and how 
this impacted upon the development of the group. Overall the group has felt a more positive, 
safer space this year, which has allowed a new openness from the group members, which I 
hope will continue into year three. Overall, I feel that I have benefited greatly from being part 
of this group and have enjoyed thinking more broadly about my role.
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Overview of Clinical Experience (Years 1-3)
YEAR ONE
Adult Mental Health Services
This was a yearlong placement that was split between a Community Mental Health Team 
and a Tertiary Specialist Psychology Service.
Clinical Work
I worked with a range of male and female clients aged from 21 to 60 years, who presented 
with a wide variety of difficulties, including GAD, depression, paranoid psychosis, Bi-Polar, 
weight and fertility issues, and borderline personality disorder. Within this placement I had 
the opportunity to undertake a therapy case at Frimley Hospital within the Health Psychology 
service, involving a client who had been having difficulties following her recovery from 
cancer. Whilst mainly working within a CBT framework, I also had the opportunity to 
incorporate mindfulness techniques and with one client had the opportunity use Schema 
Therapy when CBT proved unsuccessful. I worked and liaised with a number of members of 
the MDT and had to present one client at a risk management meeting following an 
assessment I conducted. I also undertook neuro-psychological assessment and gained 
experience in the use of standardised outcome measures in therapy. I contributed to a 
number of Care Programme Approach (CPA) meetings.
Group Work
I planned and co-facilitated an eight week cognitive behavioural therapy group for Day 
Centre clients with Depression.
Service Evaluation
At the request of the Specialist Psychology Service, I undertook a service evaluation which 
assessed the service its first year of running. It aimed to explore a number of processes 
including the referral, assessment and treatment flow of clients referred to the service, across 
its three sub-services (Anxiety, Depression and Psychosis).
Teaching and Presentations
I presented the findings from my audit to the team once it had been completed.
YEAR TWO
Child and Adolescent Mental Health Services
This placement was based at a Child and Adolescent Mental Health Team and also within a 
Neuro-Developmental Team.
Clinical Work
I worked with children and young people aged between one and 16 years of age, with a 
range of emotional and behavioural difficulties including body dysmorphic disorder, anxiety,
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depression, developmental delay, “challenging behaviour”. I used cognitive-behavioural 
therapy, behavioural programmes and systemic therapy, always involving carers in the 
therapy. My work within the neuro-developmental team included completing developmental 
assessments, developing behavioural management strategies and working with parents to 
implement interventions. I also had the opportunity to work as part on an MDT to undertake 
assessments of autism spectrum disorders. I had the opportunity to supervise two Assistant 
Psychologists, one running a group with me and the other on in relation to a specific piece of 
one to one work with a child with OCD.
Group Work
I developed and facilitated an Anxiety Management group for primary school aged children, 
as well as planning and coordinating parenting sessions to run alongside this.
Teaching and Presentations
I presented to the wider team the anxiety management group that I had run, reporting 
outcome measures which showed improvement in all but one child.
Community Learning Disabilities Services
This placement was based within a multidisciplinary Community Learning Disabilities Team. 
Clinical Work
I worked with clients between the ages of 18 and 46 who were experiences difficulties such 
as ‘challenging behaviour’, anxiety, depression, memory problems, ‘regressive’ type 
symptoms and a variety of inter-personal issues. Therapeutic work took place in a variety of 
settings, including the clients home, supported living, residential care homes and daycentres. 
I undertook a number of cognitive assessments including Dementia assessments. I worked 
across a number of models within this placement, including CBT, systemic and 
psychodynamic
Group Work
I co-developed and facilitated a ‘Feeling Good’ group to assist individuals to better manage 
their emotions,
Service Development
Alongside two others I assisted in the update and re-writing of a trust policy on Sexual Abuse 
Teaching and Presentations
I also had the opportunity to undertake some consultancy work with a residential setting 
where I provided some psycho-education to staff around a client’s behaviour.
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YEAR THREE
Older People’s Services
This placement was based with a Community Mental Health Team for the Elderly (CMHTe). 
The psychology service provided a service to community and inpatient services for older 
adults with both organic and mental health difficulties.
Clinical Work
I worked with clients aged between 62 and 95 years of age. This work primarily involved 
undertaking neuro-psychological assessment to assess for Dementias, however therapeutic 
work involved working with individuals who had anxiety, depression and ‘challenging 
behaviour’. This work drew predominantly on cognitive behavioural and systemic models, 
and involved a great deal of involvement with carers and staff in a range of settings.
Group Work
I developed and supervised the running of a group for older adults with depression. I also co­
facilitated a carers group for people caring for someone with dementia
Teaching and Presentations
I presented an overview of the depression group including outcomes measures to the MDT. 
Paediatric Psychology Service (Specia list Placement)
This placement was based within a Paediatric Psychology Service at a large London 
hospital.
Clinical Work
I worked with children and adolescents between the ages of nine and 17 years, with a variety 
of different physical and associated mental health problems, such as body disfigurement, 
chronic fatigue, chronic pain, respiratory difficulties, obesity, trauma and diabetes. I also 
experience of working within the oncology team, providing therapeutic input for a families. I 
took both inpatient and outpatient referrals, and on occasion had to respond quickly to urgent 
referrals. I had the opportunity to work on a one to one basis, but also systemically, working 
with the families, schools, consultant paediatricians and other health professionals. Within 
this experience, I have used a variety of different models, to assess, formulate and to work 
with the client to help address their presenting problems, such as cognitive behavioural and 
systemic models. I gained experience in working acceptance and commitment therapy, using 
narrative approaches, mindfulness techniques and
Teaching and Presentations
During a CPD session within the department I presented a case I had been working on.
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Summary of Adult Mental Health Case Report 1
Cognitive Behavioural Therapy with a 27-year-old man presenting with 
social anxiety, paranoia and depression
April 2009
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Cognitive Behavioural Therapy with a 27 year old man presenting with social
anxiety, paranoia and depression
This case study provides an overview of a cognitive behavioural intervention with a 27 year 
old man who was referred to a Specialist Psychological Service for one to one CBT. The 
referral was made by his Psychiatrist who highlighted that he had a diagnosis of a psychotic 
illness with manifested symptoms of generalised anxiety and social phobia. He presented 
with having problems being ‘around other people’, low mood and having ‘changing images’ of 
himself. Over three sessions of assessment, he reported having ‘difficulty trusting people’, 
feeling that ‘people would manipulate him’ and that people would often ‘stare at him whilst he 
was out in public’. Following the assessment, a formulation of his difficulties was discussed, 
along-side an action plan for treatment, which is documented within this report.
A cognitive behavioural therapy framework was used to underpin the intervention offered. 
Psychoeducation was felt to be a necessary first step, followed by thought challenging and 
behavioural experiments. An integral part of the work undertaken focused on building the 
client’s motivation and engagement in treatment, which allowed for a much deeper 
understanding of the client’s difficulties. As new information became apparent through this 
process, it was incorporated into a reformulation of the client’s problems which is presented 
within the report. Whilst therapy is still ongoing, an evaluation of progress so far, alongside a 
critical examination of the strengths and limitations of the work undertaken is also provided.
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A neuropsychological assessment of a 28 year old woman presenting 
with learning and memory difficulties
September 2009
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A neuropsychological assessm ent of a 28 year old woman presenting with
learning and memory difficulties
This case study provides an overview of neuro-psychological assessment on a 28-year-old 
woman. Rebecca was referred from her local CMHT regarding her difficulty to learn and 
process information. There was a question as to whether her difficulties stemmed from 
psychological problems or whether they were rooted in a more pervasive neuro- 
developmental condition. Another aim of this assessment was to ascertain specific strengths 
and weaknesses so that Rebecca could be supported optimally. A full medical, personal and 
family history was initially taken, prior to Rebecca engaging in a more in-depth psychometric 
assessment. Rebecca also completed a number of self-report mood measures.
Rebecca completed the Wechsler test of Adult Reading (WTAR), the Wechsler Assessment 
of Intelligence Scale (WIAS-III) and the Wechsler Memory Scale (WMS-II). In order to assist 
in the interpretation of results, the Rivermead Behavioural Memory Test (RBMT-II) was also 
administered. Rebecca performed in the borderline range on most indices and extremely low 
with respect to her processing speed. Her responses however varied across sub-tests. She 
also scored highly on mood measures, suggesting that she was currently experiencing 
severe depressive symptoms. The findings of the assessment and recommendations made 
were feedback to Rebecca and her family.
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Summary of Child & Adolescent Case Report 3
Cognitive Behavioural Therapy with a 15-year-old girl presenting with 
body dysmorphic disorder symptoms and depression
April 2010
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Cognitive Behavioural Therapy and systemic working with a 15-year-old girl 
presenting with body dysmorphic disorder symptoms and depression
This case study provides an overview of a CBT intervention with a 15-year-old girl presenting 
with low mood and negative beliefs about herself and feelings of “ugliness”. This work also 
involved working with Holly’s parents to best address her needs. The team’s Psychiatrist 
initially made the referral thinking that Holly would benefit from one to one CBT. The 
assessment took place over a couple of sessions and involved both Holly and her parents. A 
number of self-report questionnaires were used to monitor Holly’s progress throughout 
treatment. An initial formulation was used to conceptualize Holly’s difficulties.
Subsequent sessions with Holly were based on a cognitive behavioural therapy framework. 
This consisted of psycho-education, response prevention work to reduce a number of 
behaviours that were maintaining Holly’s beliefs, such as mirror gazing and reassurance 
seeking, as well as thought challenging and behavioural experiments. Including Holly’s 
parents within some of our work helped to ensure that she was also encouraged at home. 
Holly engaged well with the work, she reduced her scores on all self-report measures, her 
parents reported a “miraculous change in her behaviour” and her school attendance was up 
by 20%. Holly reported feeling more positive in herself.
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Summary of Learning Disability Case Report 4 
(Oral Case Presentation)
A systemic approach to working with an 18-year-old woman with Downs 
Syndrome exhibiting regressive behaviours
September 2010
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A systemic approach to working with an 18-year-old woman with Downs 
Syndrome exhibiting regressive behaviours
This case study provides an overview of a piece of work I undertook with a 19 year old White 
British female during my placement at a community team for people with learning disabilities. 
Kate was referred by a Clinical Psychologist, who had previously been working with her and 
her family within the Child and Adolescent Learning Disability Team. She was referred to the 
adult learning disabilities team having turned 18 years of age, as she would no longer be 
eligible to be seen by this team.
On meeting with Kate and her mother, Mary, it was apparent that there had been a serious 
deterioration in her mental state since she last had contact with services. She had become 
very restricted in where she moved in the house and would spend all her time in her 
bedroom. She was unable to use most rooms in the house and had a particular fear of using 
the bathroom. In order to reduce Kate’s distress, Mary reduced her bathing to bi-weekly and 
was carrying buckets of water up stairs to Kate’s bedroom on the third floor each morning. 
Kate would also only eat her meals in her mother’s bedroom and she would barely speak to 
her mother or family member whilst at home. This behaviour however was in stark contrast to 
how she behaved when she was outside the family home. When she was out she would talk 
openly to her family and engage in all activities with family and friends.
Kate was initially seen by me and a Behavioural Specialist for a joint assessment. Five 
sessions were spent gaining a comprehensive understanding of Kate, her behaviour and her 
wider support systems in order to inform our approach. This was particularly useful in 
developing my skills in working with other people in the system around my client. It was also 
helpful in providing me with a greater insight into what may be causing and maintaining her 
current behaviours, which helped enormously with my formulation. Drawing together and 
synthesising an understanding of what was going on, was a particular challenge, and I feel 
that I have developed my skills in complex formulations as a result.
Following our assessment, it was agreed that I would meet with Kate on a weekly basis to 
undertake some life story work, with the aim of exploring some of her negative life 
experiences. We also spent time discussing what Kate wanted for her future. A  main focus 
was to increase Kate’s perception of control over her life. I also met with Mary each session 
prior to meeting with Kate to think about Kate’s role within the family. The Behavioural 
Specialist met with Kate every fortnight and implemented behavioural charts to increase her 
use of the bathroom. Both pieces of work appeared to be extremely successful and by the 
time I left the service, Kate was downstairs everyday, watching TV and playing card games. 
She was also using the bathroom daily.
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Summary of Paediatric Psychology Case Report 5
An Integrative Approach to working with a 14 year old girl with Diabetes
and Anxiety
May 2011
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An Integrative Approach to working with a 14 year old girl with Diabetes and 
Anxiety
This case study provides an overview of an integrative piece of work with a 14-year-old girl 
who was referred by her Paediatrician for psychological support to help her with medication 
compliance. The referral highlighted that she had recently had a number of emergency 
hospital admissions due to poorly managed blood sugar levels. The family had previously 
had input from psychology, but this relationship had broken down and the family did not have 
a positive view of psychology. Engaging the family was therefore an initial focus to this piece 
of work. Consultation with other professionals helped this process.
Following the initial assessment, the client expressed a wish to initially work specifically on 
her phobia, prior to address her difficulties with treatment compliance. A CBT approach was 
adopted to undertake work relating to her fear of escalators. This initially involved providing 
psycho-education and the construction of a fear hierarchy, prior to relaxation training, 
cognitive restructuring and in vivo exposure work. The next phase of therapy is due to 
commence, where we will work on addressing some of the factors impacting upon poor 
treatment compliance as outlined in the formulation. These are discussed in detail within this 
case report.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
z
8 Obtaining approval from a research ethics committee z
9 Obtaining appropriate supervision for research z
10 Obtaining appropriate collaboration for research z
11 Collecting data from research participants z
12 Choosing appropriate design for research questions z
13 Writing patient information and consent forms z
14 Devising and administering questionnaires z
15 Negotiating access to study participants in applied NHS settings z
16 Setting up a data file z
17 Conducting statistical data analysis using SPSS z
18 Choosing appropriate statistical analyses z
19 Preparing quantitative data for analysis z
20 Choosing appropriate quantitative data analysis z
21 Summarising results in figures and tables z
22 Conducting semi-structured interviews z
23 Transcribing and analysing interview data using qualitative methods z
24 Choosing appropriate qualitative analyses z
25 Interpreting results from quantitative and qualitative data analysis z
26 Presenting research findings in a variety of contexts z
27 Producing a written report on a research project z
28 Defending own research decisions and analyses z
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
z
30 Applying research findings to clinical practice z
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Service Related Research Project
‘The Wellness Centre’ Day Treatment Service: One Year On.
July 2009
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ABSTRACT
Objectives
The current study aimed to provide an overview of services provided by a specialist 
psychology service in its first year of running. It aimed to explore a number of processes 
including the referral, assessment and treatment flow of clients referred to the service, across 
its three sub-services (Anxiety/Depression, Psychosis, and Personality Disorder). It was 
similarly hoped that an audit would provide some insight into service provision gaps and to 
provide any learning points for service development.
Method
An exploration of clients’ records and data routinely collected by the service was used as the 
main data source for this audit. Case data was collected predominantly from client excel 
databases, but was supplemented with information from client files when important 
information was missing.
Results & Conclusions
Three hundred and twenty nine referrals were received during the year, from a number of 
referring agents. Ninety three percent of all referrals were recorded as White British, with 
64% of those referred being female. Diagnoses varied, but predominantly consisted of those 
with a primary diagnosis of depression. Waiting times varied between 0 and 53 days from 
time of referral, with the service assessing approximately 90% of all cases referred. 
Treatment flow was assessed across the three subservices, with the Anxiety/Depression 
service running the largest amount of groups. However drop-out rates for this sub-service 
were high. The findings are discussed and recommendations made for the service in light of 
them.
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INTRODUCTION 
2.1 Background
The provision of psychological treatment within the NHS has recently received a great deal of 
attention, particularly in light of the much publicised prevalence rates for Axis 1 disorders. A 
recent study has suggested that 1 in 6 adults in the UK will receive a diagnosis and 
furthermore that 1 in 4 who seeks help will receive treatment (Mental Health Policy Group, 
2006). Guidelines by the National Institute for Health and Clinical Excellence (NICE, 2004a, 
2004b, 2009) have highlighted that evidence based psychological therapy is recommended 
as the treatment of choice for those experiencing mental health difficulties, such as 
psychosis, anxiety and depression.
The impact of this has however placed high demand upon the current level of psychological 
services available, at a time when the resource capacity is insufficient to meet the service 
demand (Layard, 2006). This has led to long waiting times for assessment and further delays 
for treatment. Some surveys have presented estimations of waiting list times being a 
minimum of six months before an initial appointment, however in some cases waiting up to a 
year for psychological support has been commonplace (Department of Health, 2004; Bird, 
2006). In an attempt to reduce waiting times group therapy has regularly been used, as it is 
often seen as more practical and cost effective than individual therapy (Brown, Cochrane, & 
Cardone, 1999; Bieling etal., 2006).
2.2 Local Service Context
The Wellness Centre is a day treatment service which offers such therapeutic interventions 
as its predominant treatment method. It was set up in April 2008 as a result of a review of the 
existing services provided by the Trust, which involved the amalgamation of two previous 
services into one. This new service offers evidence based treatment for individuals with a 
range of problems, and focuses on providing psycho-educational groups and an outreach 
service to clients in the community. The service is offered to those in receipt o f secondary 
care mental health services, and therefore referrals are generally made through local 
community mental health teams (CMHT).
The Wellness Centre currently provides three overarching sub-services. The ‘Psychosis 
Service’ which offers groups on ‘Bi-polar Disorder’, ‘Coping with Voices’, ‘Coping with 
Paranoia’ and a number of mini-sessions on anxiety and depression within the context of 
psychosis. The ‘Anxiety/Depression Service’ offers closed groups for both disorders, 
alongside ‘Confidence Building’ and ‘Anger Management’ which are also offered as closed 
groups. The ‘Personality Disorder Service’ is currently running Dialectical Behaviour Therapy 
(DBT) groups for Borderline Personality Disorder (BPD), however it is envisaged that with 
further training this focus on BPD will expand to include other personality disorders. Whilst 
group work forms a large part of the treatment approach, referrals are also received for
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individual work, particularly in instances where a group format is not deemed appropriate for 
clients.
2.3 The Current Study
Globally there is a recognition from Clinical Governance that all areas of the health service 
have a statutory duty to improve the quality of patient care and increase the evidence-based 
capacity of the National Health Service (NHS), with the collection of clinical data being 
central to the analysis and administration of services and allocation of funding to support this 
aim (Department of Health, 1999). It has similarly been highlighted that the funding of future 
psychological services through the commission of services may at some point be directed to 
organisations that can evidence their service delivery (Layard, 2006). It will therefore vital 
that in order to justify its continued funding, but also to be in a position to commission its 
services, the Wellness Centre can provide such evidence.
The Wellness Centre was open for one year in April 2009 and is still very much within a 
developmental stage. It therefore seems an appropriate time to conduct an audit of the 
services being provided. Whilst the improvement of health services is seen as a major 
government drive, at a local level this audit will hopefully allow for the identification of service 
provision gaps, clarification of the referral process and the establishment of local standards 
that can be set for the service.
2.3.1 Aims and Objectives
The current audit aimed to review the provision of services from 01st April 2008 to 31st March 
2009 within the Wellness Centre. Particularly it aimed to assess the following:
• Referral Process: Number of clients being referred, by whom, and client characteristics.
• Assessm ent Process: Waiting times from referral to assessment, post assessment 
pathways.
• Treatment Process: Number of groups run for each subservice, number of clients 
attended and outcome.
It was hoped that this audit would provide evidence of the current functioning and capacity of 
the service. Through highlighting the number of referrals, but also where these referrals 
come from, this audit hoped to provide evidence as to where the service needs to further 
market itself. Equally by investigating such things as the time clients wait between referral 
and assessment, assessment and treatment, and the outcome (completer vs. drop out rates) 
the service will be in a better situation to improve the service it offers.
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METHOD
3.1 Ethical Issues
Ethical approval was not needed for the purposes of this study due to the use of data 
routinely collected by the service. All case data was anonymised, and at all times the 
researcher adhered to guidelines for confidentiality outlined in the Data Protection Act 1998.
3.2 Design
Client records and clinical data recorded by the service for the time period 1st April 2008 and 
31st March 2009 was used as part of the audit. Data was collected from local excel 
databases which contained information on referrals, assessments and treatment.
3.3 Procedure
Each individual case which was referred to the Day Treatment Service within the above 
specified period was included within this study. Where information was missing attempts 
were made to retrieve data from clients’ files. Data was extracted and entered into an excel 
spreadsheet and SPSS in order for it to be analysed.
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RESULTS
Descriptive statistics were employed to describe the referral, assessment and treatment flow 
across the 12 months. Data from the Personality Disorder service was not being routinely 
collected locally and therefore was not included within the Wellness Centre database. For 
this reason and due to the limited access to this information, the current audit does not 
include this data. It is hoped that a separate audit later on will be conducted within this sub­
service to evaluate its functioning.
It is important to note that the database used for this audit was set up 6 months after this new 
service started. Whilst attempts were made from the staff to gather information from previous 
clients’ files that remained within the Wellness Centre and from visits to local CMHT’s, some 
of the data for these 6 months still remains missing.
4.1 Referral Pathway
The referral process was looked at in detail, spanning the 12 month period. Overall number 
of referrals for each sub-service and referring agent’s can be found below, alongside 
characteristics of the clients referred.
4.1.1 Overall Referrals
Overall, between April 08 and March 09, a total 329 referrals were made to the Wellness 
Centre. A breakdown of number of referrals to each sub-service can be found below, as well 
as number of referrals per month:
Tablet: No. of overall referrals across the 12 month period to each sub-service within the Wellness Centre
Referrals
Ap
r May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total
Anxiety/ Depression Service 20 13 21 24 16 9 12 13 11 15 9 17 180
Psychosis Service 3 4 11 9 4 3 5 3 6 2 4 3 57
Art Therapy 0 2 0 1 0 3 1 5 0 1 2 4 19
Anger Management 2 0 0 4 3 1 1 2 5 2 1 0 21
Confidence Building 0 2 2 6 2 0 0 0 2 1 0 0 15
Other 1 1 0 1 0 0 0 0 0 1 1 0 5
Missing 0 0 0 0 3 3 5 10 1 4 4 4 34
Multiple Service Referral 2 3 2 6 1 1 1 0 2 1 0 0 19
No Recorded Referral Date 10
As illustrated within the table a large number of referrals (56.4%, n = 180) were made to the 
anxiety/depression service, with the psychosis sub-service only receiving 16.6% of all 
referrals. A number of referrals (6.7%, n = 19) received were for two or more sub-services 
within the Wellness Centre.
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4.1.2 Referring Agents
Referrals to the Wellness Centre were received from a number of peripheral services. Whilst 
the majority of these came from CMHT’s within the locality, they were also received from 
assertive outreach teams, CP’s, local hospitals, inpatient units and EIIP teams. A breakdown 
of these can be found in the table below.
Table 2: No. o f overall referrals across the 12 m onth period from  each referring agent 
(N =263).
Referrals
Ap
r May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total
CMHT H 7 7 12 12 9 13 11 11 12 8 5 11 118
CMHT C 5 3 10 9 0 5 3 10 7 5 5 4 66
CMHT S 3 1 2 1 3 0 6 8 3 8 10 10 55
Inpatient R 0 2 0 0 0 1 2 1 0 2 0 2 10
Inpatient B 0 0 0 0 0 1 0 1 0 0 1 0 3
Assertive Outreach 0 0 0 0 0 0 0 1 0 2 0 0 3
EIIP 1 1 1 0 0 0 0 0 0 0 0 0 3
Local Hospital 0 0 0 0 0 1 0 0 1 0 0 1 3
GP 0 0 0 0 0 0 1 0 0 0 0 1 2
As illustrated, the majority of referrals appear to come from the local CMHT’s, with ‘CMHT H’ 
accounting for 44.9% of these.
4.1.3 Characteristics o f C lients Referred
Age, Gender & Ethnicity
Of the 329 referrals made, 64% were female. Only 57% of clients had information regarding 
their ethnicity recorded. Of those clients referred a large proportion (93.3%) were recorded 
as White British, which is quite consistent with local statistics, where the area is reported as 
being 90% White British (Office of National Statistics, 2001). Ages of those referred ranged 
from 17 to 65 (mean age 37.8 years).
Table 3: E thnic ity o f referred clients
White British 93.5%
Irish 0.5%
Any Other White 2.1%
Indian 0.5%
Caribbean 1.1%
Any Other Ethnic Group 1.1%
Not Stated 0.5%
Do Not Wish To Select 0.5%
N 187
12
100
90
§ 80
u 70
% 60
'S 50
cc
40
£ 30
E 203z 10
0
17-19 20-29 30-39 40-49
Age Categories
50-59 60-65
Figure 1 : Spread o f ages o f those  referred.
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Diagnosis
The recording of diagnostic information was limited, with only 186 (56.5%) of the cases 
indicating an official diagnosis. The majority of these cases (as indicated in Figure 2 below) 
were for depression (43%), followed by anxiety (15%). Forty seven (25.3%) cases were listed 
as having more than one diagnosis. When these were reviewed, these secondary diagnoses 
were predominantly anxiety disorders (15%), followed by a diagnosis of depression (8%), 
and Schizophrenia (1%).
None 
Any other 
PTSD
Persona lity  D iso rde r 
Anxiety 
D e pre ss ion  
B i-P o lar
Schizo affective d iso rde r 
Schizophrenia
0%
^ 2 %
3%
0 %
5%
0%
Jl 8%
15%
I  16%
a 8 %
h 11 %
o%
□  2% 
0%
1 1 1 %
a i %
o% 10% 20%
}  43%
30% 40%
□  Prim ary
□  Secondary
50%
Figure 2: Percentage o f Primary DSM IV Axis 1 and 2 D iagnosis o f c lien ts referred (n = 186)
4.2 Assessm ent Pathway
4.2.1 W aiting tim es
The mean time from referral to assessment was 21.1 days (S.D.=17.6, range, 1-180, n=258). 
However it became apparent that this did not provide an accurate picture of waiting times. 
Often clients would postpone cancel or DNA assessment appointments. Therefore time 
between date of referrals and date of initial contact was analysed. The mean time between 
referral and contact was 9.9 days (S.D. = 10.1, range 0-53, n=157).
4.2.2 Post Assessm ent Pathways
The Wellness Centre database contained information of the assessment process for 301 
(91%) out of the 329 clients that were referred. Of these, 276 (91.7%) were assessed by the 
service. Clients who did not attend (DNA) or cancelled assessment appointments were 
subsequently referred back to their referrer following a number of attempts to contact them. 
Individuals who were assessed were either taken on for group work, individual work, referred 
elsewhere or discharged back to the care of the referrer (see Figure 3).
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Inappropriate referral |2 .9 %
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A ccepted for group work 177 .2%
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Figure 3: Post assessm ent flow  o f c lien ts referred to  the service (n = 272).
4.3 Treatm ent Pathway
Outcome data was only available for 148 (63.7%) clients taken on for therapy. Once having 
completed a group, individuals were either discharged back to the care of their referrer or 
were put on a waiting list for another group.
4.3.1 Anxie ty/ Depression Sub-Service
Within the Anxiety/Depression service, 8 ‘Coping with Depression’ groups, 8 ‘Anxiety 
Management’ groups, 3 ‘Anger Management’ and 5 ‘Confidence Building’ groups were run 
throughout the year. Each group was run weekly and lasted for 8 weeks.
Table 4: No. of groups run, clients attended and outcome for Anxiety/Depression sub-service
Outcome
Coping with 
Depression
Anxiety
Management
Anger
Management
Confidence
Building
Total
------------------
Completed 20 (47% j_ 23 (51%) 8 (62%) 6 (29%) 57 (47%)
Dropped-out 13 (30%) 11 (24%) 4(31%) 5 (24%) 33 (27%)
Referred elsewhere 0 (0%) 2(4%) 0(0%) 0 (0%) 2 (2%)
On hold 0(0%) 3(7%) 0 # % ) 0 (0%) 3(2%)
DNA 3(7%) 0(0%) 1 # % ) 0(0%) 4 (3%)
Missing 6 (14%) 6(13%) 0(0%) 10 (48%) 22 (18%)
As illustrated, the number of groups run by each service varied across the year, as did 
completion and drop out rates.
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4.3.2 Psychosis Sub-Service
Within the Psychosis service 2 ‘Coping with Voices’ group has been run, 1 ‘Coping with 
Paranoia’ group, 3 ‘Bi-polar T groups and 1 ‘Bi-polar 2’ groups. Alongside this clients who 
had completed the Coping with Voices group were also offered further mini workshops of 
managing anxiety and paranoia within the context of their psychosis.
Table 5: No. of groups run, clients attended and outcome for Psychosis sub-service
Outcome
Coping with 
Voices
Coping with 
Paranoia
Bi­
polar 1
Bi­
polar 2
Anxiety
Worksho
p
Paranoia
Worksho
Total
E 9 K > :
Completed 10 (100%) 8 (73%) 6 (60%) 5(83%) 3 (75%) 5 (83%) 32 (84%)
Dropped-out 0 (00%) 3(27%) 2 (20%) 1 (17%) 0 (00%) 0 (00%) 6(16%)
Referred elsewhere 0 (00%) 0 (00%) 0 (00%) 0 (00%) 0 (00%) 0 (00%) 0 (00%)
On hold 0 (00%) 0 (00%) 1 (10%) 0 (00%) 0 (00%) 0 (00%) 1#% )
DNA 0 (00%) 0 (00%) 0 (00%) 0 (00%) 1 (25%) 1 (17%) 1#% )
Missing 0 (00%) 0 (00%) 1 (10%) 0 (00%) 0 (00%) 0 (00%) 1#% )
Overall within the Psychosis Sub-service, the rate of completion was high (84%, n = 32) with 
only 16% (n = 6) of clients dropping out from the groups, and only one client who ‘did not 
attend’.
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DISCUSSION
5.1 Referral Pathway
It is evident from the above findings that the Anxiety/Depression service is receiving a 
disproportionate amount of referrals, compared to the other sub-services. This is likely to be 
due to the Wellness Centre’s initial endeavours to market its anxiety and depression groups 
when it first opened. Time more recently has been spent on developing the Psychosis sub­
service and it is hoped that increasing awareness of groups on offer to referring agents will 
increase overall number of referrals in the future. However, it is important to note that whilst 
doing this may assist in increasing numbers, baseline figures for the prevalence of psychosis 
are generally much lower locally than that of anxiety and depression (Office for National 
Statistics, 2000) and so therefore despite such efforts it is unlikely that the number of 
referrals will match those currently being referred for anxiety/depression.
The number of referrals received from each referring agent similarly appears 
disproportionate, with one CMHT accounting for almost 50% of all referrals. One potential 
reason for this is that previously when the Wellness Centre was split into two services it used 
to be situated within the same building as this CMHT, so there may have been heightened 
awareness of the groups provided which may reflect the large number of referrals received 
from them throughout the year. Attempts therefore should be made to increase awareness of 
the services on offer to other referring agents.
5.2 Assessment Pathway
The mean time from referral to initial contact was 9.9 days, with individuals being assessed
21.1 days following their referral. Much of this data was however missing. It will therefore be 
important in the future for this to be recorded accurately so that waiting times could be 
monitored more closely. Analysis over the period reviewed revealed that the service 
assessed 91% of all referred cases, and accepted 85% of these for therapy, which suggests 
that those being referred are suitable for this service, and therefore that the service has been 
marketed appropriately.
5.3 Treatment Pathway
There appears to be a large difference in number of clients completing groups between the 
Anxiety/Depression (47%) and the Psychosis (84%) sub-services. Particularly, the 
Anxiety/Depression sub-service has a large number of clients who drop-out of groups (27%). 
However, there is also a greater proportion of missing outcome data for the groups run under 
this service, particularly from the confidence building group (48%) and this may be a 
contributing factor. It is also important to consider therapy drop out rates more widely, as 
other studies have highlighted similarly high drop out rates for CBT groups (Leahy, 2006, 
Kellett, Clarke, & Matthews, 2007).
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None the less, drop out rates for groups with less missing data within this sub-service varied 
between 24-31%, compared to 16 % of drop-outs within the Psychosis sub-service. Reasons 
for dropouts were not provided within the database, and so therefore can not be analysed, 
however the findings may point to the need to adopt current assessment methods when 
assessing individuals’ appropriateness, motivation and readiness for these interventions. On 
occasion small group numbers and dropouts has lead to the breakdown of groups, and those 
who were attending having to be put on further waiting lists for subsequent groups. This 
could potentially have negative consequences for those clients.
5.4 Limitations
It is important to note that whilst the client database provided a useful start in allowing an 
exploration of the services being offered, it did contain a large amount of missing data. This 
was particularly problematic for the treatment data. Whilst separate registers were kept, 
these were not always completed and again many were missing. It therefore will be important 
in the future that all necessary information pertaining to clients is added to the database and 
updated to reflect their movements throughout the system. This will allow the Wellness 
Centre to provide an accurate account of the services it provides which will be important, 
particularly if and when future funding is allocated through commissioning of services that 
can evidence their delivery (Layard, 2006).
5.5 Service Related Implications and Recommendations
Given that the database was only set up 6 months after the service was established, the 
process of conducting this audit has allowed the staff at the Wellness Centre to streamline 
the data it has been recording and to include further data points as necessary. Since the 
beginning of this audit, a number of changes have been made to the database, many of 
which have allowed for a much more in-depth analysis of the Wellbeing Centres functioning 
that has been used within this audit. It will be important for this process to continue. However 
in light of the findings of this audit, a number of other recommendations have been made:
• Given that data pertaining to the Personality Disorder Service is not collected 
alongside the data for other Wellness Centre clients, it is recommended that an audit 
be conducted on this service also in the near future and a data monitoring system set 
up.
• The service should focus its advertising efforts to those peripheral services from which 
they have received low referral numbers.
• In order to reduce drop out rates within the anxiety/depression sub-service, it is 
suggested that current assessment procedures be re-evaluated. A satisfaction survey 
of those who drop out or did not attend may also provide some insights into how the 
service may reduce these figures.
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• New group registers should be designed and used to record attendance and absences 
from groups, and to reflect client databases data points. These should then be inputted 
into the client database so that attendance, DNA’s and cancellations can be monitored.
• It was not within the scope of this evaluation to explore clinical effectiveness of those 
who undertook therapy within the service. Therefore this will be an important next step.
5.6 Conclusions
This audit has provided an overview of the functioning of the Wellness Centre Day Treatment 
Service, highlighting client flow across referral, assessment and treatment pathways. Key 
successes and area of improvement have been reported, and in light of the latter, 
recommendations have been proposed for the team should they wish to take them forward.
The findings of this audit are due to be fed back to the team on the 22nd July 2009, and 
submitted to the Trust’s audit department shortly after this presentation.
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A Qualitative Exploration of Parents’ Experiences of Training as a Clinical
Psychologist
The impact that stress has on individuals has been well documented (McNerney, 1974). 
Whilst this has extended to investigating the impact it has on postgraduate students (e.g. 
Stecker, 2004), and parents undertaking study (Gigliotto, 2001), limited research has been 
conducted into understanding the experiences of parents undertaking clinical psychology 
doctoral training, in spite it being considered one of the more challenging postgraduate 
courses (Cushway, 1992).
Adopting a qualitative approach (Interpretative Phenomenological Analysis) the present 
study explored four parents’ experiences of clinical training. Five master themes relating to 
their experiences were identified, these included: Striking a Personal and Professional 
Balance, Self-Evaluation, Self and Family Adjustment, Coping Mechanisms and Looking to 
the Future.
The present findings are discussed in relation to previous research and consideration of the 
use of I PA is also reflected up. Implications and future research directions are considered in 
light of the present findings.
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ABSTRACT
Background
Cognitive biases have been acknowledged as key causal mechanisms in a wide range of 
psychiatric disorders. In particular, attentional biases have been noted as contributing to the 
cause and maintenance of several disorders. Whilst there has been two decades of research 
investigating attentional biases in affective disorders, research is notably lacking in 
investigations of attention to emotion in psychosis.
Objectives
The objectives of this study were to progress our understanding of biased attention in 
psychosis by assessing a) whether there are any psycho-pathologically congruent selective 
attentional biases associated with clinical paranoid psychosis, b) Whether these biases are 
for specific types of stimuli, thereby examining the content specificity of any observed 
attentional bias, and c) assess the specific selective attentional mechanisms involved in any 
observed attentional bias, specifically whether biases in engaging or disengaging attention 
are involved.
Method
Fifty-two individuals with Schizophrenia (30 paranoid and 22 non-paranoid) and thirty healthy 
controls were recruited for this study. Each participant undertook a clinical interview to 
assess symptomology, completed a battery of questionnaires and undertook 3 computer 
tasks. Tasks included an Attention Probe Task (with neutral-neutral baseline condition to 
assess spatial orienting hypothesis) a Central Cuing Task and an Emotional Stroop Task to 
allow for backwards comparability of our sample to previous studies.
Results
Overall the present study found a selective attentional avoidance bias for socially threatening 
stimuli and an engagement to physical threat bias within individuals with paranoid psychosis. 
Non-paranoid individuals however showed an attentional avoidance and slowed engagement 
bias for positive stimuli. Control participants showed no attentional biases to any of the 
stimuli across the three tasks. The findings thereby provide broad support for all three 
hypotheses.
Conclusions
The present data provides one of the first attempts to investigate attentional processes in 
paranoid psychosis with the specific aim of delineating the more specific components of 
selective attention implicated in biased processing. Overall, the current findings provided 
support for the study’s hypotheses and provide evidence for a qualitative difference in 
attentional biases between two types of psychosis. Limitations and clinical implications are 
discussed.
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INTRODUCTION
Over the last 30 years, a wealth of research has been conducted with the aim of investigating 
the psychological processes that are involved in the onset and maintenance of emotional 
psychopathology (e.g. Beck & Clark, 1997; Eysenck, 1992; 1997; Mogg & Bradley, 1998; 
Williams et al., 1997). This research has mainly been guided by cognitive theories, (e.g. 
Beck, 1976, Beck et al., 1985) that have highlighted the important role of dysfunctional 
cognitive structures and biased selective information processing in increasing an individual’s 
risk of experiencing psychological distress (Gotlib et al., 2004). It has been argued that such 
patterns of biased information processing maintains and exacerbates psychopathology 
directly but also through the prevention of more balanced and realistic appraisal of 
information in the environment (Wenzel & Rubin, 2004). These biases have therefore been 
acknowledged as playing a key causal role in a wide range of psychiatric disorders, with 
many researchers reporting attentional, interpretative and/or memory biases when 
processing affective material relevant to emotional states (e.g. Mathews & MacLeod, 2005; 
Wilson etal., 2006; Yiend & Mackintosh, 2004).
In particular, selective attentional biases have been noted as contributing to the cause and 
maintenance of several disorders, including anxiety disorders (Fox, 1994), posttraumatic 
stress disorder (Bryant & Harvey, 1995; Kaspi et al., 1995), mood disorders (Segal et al., 
1995) and psychotic disorders (Fear et al., 1996; Loughland et al., 2002). Many have argued 
that such biases in attention result in selective prioritising and overexposure to negative 
information that reinforces and maintains maladaptive beliefs and their associated pathology. 
Challenging and changing these underlying cognitive biases has been an important 
treatment focus within cognitive therapy and a great deal of time has been spent on 
developing treatment approaches to this end.
Investigations into the relationship between attentional and emotional information can clearly 
provide new insights and understandings into cognitive differences between clinical groups 
and suggests new hypotheses about aetiology. Whilst some of these biases have been 
reported to be transdiagnostic in nature, research to date has suggested that different 
disorders are characterised by different biases across different cognitive operations (Harvey 
et al., 2008). Knowing more about the specific nature of these biases across different 
disorders is paramount in knowing how best to address them therapeutically. In affective 
disorders there have been two decades of research delineating the specific nature of 
attentional biases, which has resulted in a more in-depth understanding of the role such 
biases play within both anxiety and depression. Such a focus however is notably lacking 
within the psychosis field. There has been very little research and only one published review 
(Savulich et al., in press) focusing on biased attention in psychosis and the mechanisms 
involved. Given the possible aetiological significance of these biases, developing an
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understanding of the role they play is an important step in understanding paranoid psychosis, 
particularly how it may be similar or different from other disorders, thereby allowing for 
appropriate treatments to be used and developed. In particular, a number of factors still need 
further investigation. Such as, if an attentional bias does exist, what specific mechanisms are 
involved? To what extent do these biases involve automatic versus controlled processes? 
And, are these biases specific to particular types of stimuli as they are within other 
disorders? This study aims to investigate a number of these questions. In particular, whether 
a selective attention bias exists within a paranoid psychosis population, the mechanisms 
underpinning it and the content specificity of stimuli that drive it.
In order to provide a context for this study, this introduction will initially provide a brief 
overview of the concepts critical for the appreciation of the relevant literature. This will firstly 
involve looking at what is meant by the term selective attention and the specific mechanisms 
involved within this process. The methods by which selective attention is measured and how 
these methods have been applied to measuring attentional biases within clinical disorders, 
such as anxiety and depression will also be discussed to provide a broad methodological 
framework for the current study. The focus of this introduction will then turn to critically 
examining the much narrower literature on attentional biases within the paranoid psychosis 
field. Here, evidence from behavioural and visual scan studies will be evaluated prior to the 
aims of the current study being discussed.
1.1 Selective Attention
Due to our limited processing capacity, it is not possible to attend to the multiplicity of 
sensory stimuli in our environments at any given moment (Parkhurst et al., 2002). Therefore, 
we often focus our cognitive resources on a salient object or location of interest, and filter out 
any irrelevant material (McLaughlin et al., 2010). The concept of selective attention therefore 
refers to a process by which specific information, within the external and internal 
environment, is selected for further processing.
A key focus within attentional research has been to investigate at what point this selection 
occurs and what are the characteristics of the stimuli that may influence it. Perhaps the most 
currently preferred approach is the Biased Competition Theory put forward by Desimone and 
Duncan (1995), which asserts that visual information is processed in a competitive manner, 
and that allocation of attention is influenced by both bottom-up and top-down processes. 
Desimone and Duncan posited that attentional biases of particular stimuli may occur as a 
result of the characteristics of the stimulus itself (bottom-up), but also may be due to higher 
control systems acting upon the representation of the stimuli (top-down e.g. memories of 
past experiences, prior knowledge and environmental contexts). It has been argued that 
“attentional selection is therefore determined by the outcome of competition between these 
multiple and potentially ‘biased’ representations” (Yiend, 2010; pp 4).
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As a result, there has been an increased interest in the types of stimuli that are selected and 
preferentially processed. Much of the earlier research into these processes had little 
consideration for the social significance of the stimuli used within their studies. However, 
more recently there has been a widespread realisation that the emotional valence and social 
significance of stimuli used may be critical in understanding these basic attentional 
processes (e.g. Fox, 2005; Kingstone et al., 2003). For example, research into attentional 
biases within the general population has shown angry faces to be detected faster than happy 
or neutral faces (Fox et al., 2000), and pictures of spiders and snakes detected faster than 
flowers or mushrooms (Ôhman, Flykt et al., 2001). Such findings highlight the important role 
different types of stimulus can have on the modulation of attentional processes. Whilst 
attention towards threatening stimuli has obvious evolutionary advantages (Ohman, Flykt et 
al., 2001), such biases have been found to be more pronounced when the emotional stimuli 
match the specific concerns of participants with specific disorders, which will be discussed in 
more detail next.
1.1.1 Psychopathological-Congruent Information Processing
Psychopathological-congruent attentional biases refer to the observation that individuals with 
particular psychopathologies have a systematic tendency to attend to (e.g. be hyper-vigilant) 
or to avoid particular types of information relevant to their disorder (Harvey et al., 2008). One 
of the first studies to report on this was by Mathews and McLeod (1985) in relation to 
Generalized Anxiety Disorder. Using an Emotional Stroop task, the authors found that 
anxious individuals were slower at naming threat words compared to controls, and that they 
were particularly slowed when the words matched particular worries reported by participants 
(e.g. social vs. physical threat). The authors interpreted the findings as evidence that an 
individual’s particular schemata determined the type of material that is selectively processed, 
but equally the extent of the interference was dependent on current levels of anxiety 
symptoms.
Since this time, a large amount of evidence has amassed in support o f these 
psychopathology-congruent biases, and they have been found in relation to other anxiety 
disorders (Hadwin & Field, 2010, Hayes & Hirsch, 2007), depression (Gotlib et al., 2004a; 
Rude et al., 2002), Panic Disorder (Clark, 1988; Teachman et al., 2007) eating disorders 
(Lee & Shafran, 2004; Rosser et al., 2010) and Post-Traumatic Stress Disorder (PTSD: 
Weber, 2008). These studies have highlighted that whilst general emotion congruent material 
(e.g. negative stimuli) can invoke psychopathology-related effects, stronger effects are seen 
when there is a greater match between the stimulus and the particular concerns of the 
individual’s psychopathology. Understanding the role these psychopathology-congruent 
biases play is important given their potential aetiological significance, but also the role they 
may play in confirming pathological beliefs, and thereby maintaining clinical disorders. As 
such, an aim of the current study is to examine the content specificity of stimulus most 
relevant within a paranoid psychosis population.
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1.1.2 Spatial Attentional Mechanisms
More recently a number of studies have attempted to explore the specific nature of the 
attentional processes underlying these more general selective attentional biases (Fox et al., 
2002; Koster et al., 2004; Mathews et al., 2003). In particular, there has been interest in 
whether effects arise via differential engagement of attention or difficulties in disengagement 
to threatening stimuli (Derryberry & Reed, 2002). According to Posner (1980) attentional 
processes can be divided into three key operations, ‘engaging’ to a location, ‘disengaging’ 
from an already attended location and ‘shifting’ of attention across space. Since then it has 
been argued that any or all of these operations may be implicated in the more general 
selective attentional biases associated with different psychopathologies (Fox et al., 2001; 
2002; Yiend & Mathews 2001). Biases with respect to engagement would imply that 
processes detect potential threats and allocate attentional resources to that location. 
Whereas, difficulties in disengaging refers to a difficulty in withdrawing attention once a 
potential or actual threat has been detected.
So far, evidence for both biased disengaging (Fox et al., 2001; 2002; Yiend & Mathews 
2001) and engaging (Fox et al., 2007; Mathews et al., 2003) have been found within 
subclinical samples of anxiety and depression. In investigating these mechanisms, Yiend and 
Mathews (2001) and Fox et al., (2001) found that compared to low anxious individuals, highly 
anxious individuals were particularly slow to detect targets following invalid threatening cues, 
suggesting that a difficulty in disengaging attention from threat is one mechanism 
contributing to anxiety related attentional bias.
Having a greater understanding of these precise attentional mechanisms has challenged 
early ideas that specific clinical disorders are characterised by a simple oversensitivity or 
hyper-vigilance to threatening information, and that disengaging attention may similarly be 
implicated. Knowing whether biased engaging or disengaging mechanisms, or both, are 
involved has important implications, particularly in regard to how it may inform clinical 
practice. For example, if clinically anxious individuals are characterised by an attentional bias 
towards threat, then detection and evaluation processes are implicated. As such, a focus 
within therapy should be on reducing individuals’ sensitivity to perceived environmental 
threats. However, if a disengaging bias from threat is implicated, this would imply that later 
suppression or inhibition processes are involved, and therefore a focus in treatment might be 
to help individuals to improve their ability to disregard negative information (J. Yiend, 
personal communication, 22nd January 2011). Cognitive therapies for anxiety and depression 
have begun to acknowledge these separate processes, however this remains to be 
investigated in relation to psychosis, or paranoid psychosis more specifically. This will be 
discussed in more detail further in this introduction.
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1.2 Measuring Selective Attention
Ensuring accurate measurement of these attentional processes has received a great deal of 
interest. A  number of different experimental methods have been developed in an attempt to 
measure selective attention in a standardised manner. These have previously been 
categorised within cuing, search, filtering and multiple task paradigms (Yiend et al., 2005), 
with each task allowing for different inferences to be made about the underlying mechanisms 
of selective attentional processes. It is not within the scope of this introduction to review all of 
the tasks (see Yiend, 2010 for fuller reviews of different tasks), however what follows will 
provide an overview of the tasks used most widely to assess selective attention within clinical 
populations and which are specifically pertinent to the current study.
1.2.1 Emotional Stroop Tasks
One of the most widely used measures to date has been the Emotional Stroop task. In the 
original version of the Stroop Task (Stroop, 1935), participants were required to name the ink 
colour in which words were written in and to ignore the word content. It was noted that colour 
naming was significantly impaired when the words themselves were colour names that 
conflicted with the colour of the ink in which they had been written (e.g. the word ‘blue’, 
printed in the colour yellow). Here participants responded more slowly compared to if both 
colours were the same. From these studies, it was suggested that interference effects occur 
whenever cognitive representations of the word content are simultaneously activated, and 
therefore compete for cognitive processing resources (Mathews & MacLeod, 1985).
This task was later adapted by replacing the colour words with emotional words, and so was 
aptly named the Emotional Stroop Task. Within this variation, participants are also asked to 
name the colour words are printed in, however, these words vary in their emotional content, 
for example neutral words (e.g. clock, tree), threatening words (‘disease’, ‘humiliation’), and 
positive words (‘happy’, ‘joy’). Chosen emotional words are usually relevant to the disorder 
under investigation and comparing the time taken to colour-name these words to the time 
taken to colour name neutral words, which are generally matched for word length and 
frequency of use in the English language. Here the premise is that if a person selectively 
attends to the content of particular emotional words, then they will show greater impairment 
in their response times on colour-naming on these words. Early findings from these studies 
highlighted that the time taken to colour name emotional-relevant words are consistently 
slowed relative to the colour naming of matched neutral words (Yiend, 2010). For this 
reason, it is now standard to include positive words (e.g. happy, love, kind) in order to ensure 
that that participants are not just responding to emotionality of words per se, regardless of 
valence.
Pathologically relevant congruent responses have been found in emotional disorders across 
a wide range of studies. As previously mentioned, Mathews and Macleod (1985) found 
longer response latencies to colour-name threat words than control words in individuals with
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Generalised Anxiety Disorder (GAD). In investigating biases within an eating disordered 
population, McManus, Waller and Chadwick (1996) also found evidence for an effect on 
response times for words related to food and weight, whereas social threat words have 
produced the strongest effects in those with social phobia (Hope et al., 1990).
Whilst having been used widely to assess pathologically congruent attentional biases in 
clinical disorders, the Emotional Stroop task has met with many criticisms. One critique 
levied against it is that it is not clear whether the observed effect is the result of selective 
attention to the words, or whether it is due to other factors. De Ruiter and Brosschot (1994) 
for example suggested that the interference may be a result of effortful cognitive avoidance 
of threat cues as oppose to attentional capture by these cues. Secondly, Harvey et al., 
(2008) argued that the threatening words may create an emotional reaction, which might 
inhibit any response, and that it is this which is responsible for longer reaction times. Given 
these different theoretical explanations, a number of other tasks have been developed in a 
bid to address these methodological issues.
1.2.2 Attentlon-Probe Task
The Attentional Probe Task is also one of the most widely used methods for investigating 
selective attention within the clinical literature. First described by MacLeod, Mathews and 
Tata (1986), this task is similar in design to a cued task proposed by Posner (1980). 
Compared to the Emotional Stroop Task, the Attention-Probe is considered to be ‘truly 
selective’ because two cues are simultaneously presented on a screen and therefore 
response times are seen to be representative of preferential processing of one cue relative to 
the other (Harvey et al., 2008).
Participants are initially presented with a pair of stimuli (e.g. faces, pictures or words) of 
different valence, simultaneously either side of a fixation point for a short duration of time 
(traditionally 500ms, but later studies have explored variations of this to explore automatic vs. 
controlled processes). These stimuli usually consist of an emotional (threatening or positive) 
and neutral stimulus pairs. Once presented, they then disappear and are replaced by a dot 
probe (dot, letter or arrow) at the location of the emotional (threatening or positive) 
presentation (congruent presentation) or in the location of the neutral stimulus (incongruent 
presentation). The time taken to respond to the dot probe is measured. It is argued that if 
attention is biased to one type of stimulus, then response times will be faster when the dot 
probe occurs in the same spatial location as that stimulus, due to attention already being 
allocated at this location. This would represent attentional vigilance, whereas the opposite 
pattern would be indicative of attentional avoidance.
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1) The participant 
fixates centrally.
2) An emotional and a 
neutral cue are 
presented peripherally.
3) Participants 
identify a target 
appearing either in 
the location of the 
emotional cue or 
the neutral cue.
Figure 1: An illustration of an Attentional Probe task commonly used to investigate the effect of 
emotional content on attention
In their initial study, MacLeod et al., (1986) found that anxious patients were consistently 
faster when responding to probes that were preceded by threatening words, compared to 
non-threatening words, suggesting that there was greater attention to the former. Since then, 
an extensive body of affective disorder research has demonstrated the utility of Attention- 
Probe tasks in the investigation of selective attention biases towards content-specific 
information. The findings from these studies have provided considerable evidence for 
attentional biases towards threat-related stimuli (e.g., threatening faces and threatening 
words) in both clinical (e.g., Horensyein & Segui, 1997; Mogg et al., 1992; 1995) and high 
trait non-clinical samples (e.g. Bradely et al., 1997; Broadbent & Broadbent, 1988; Fox, 
1993). Whilst used so widely, this task has not yet been used to examine attentional 
processes within the psychosis field.
A previously reported drawback of the Attention-Probe task was that little could be inferred 
regarding the precise nature of the selective attentional biases reported, specifically that the 
components of engagement and disengagement could not be assessed. In particular it was 
argued that the findings of the Attention-Probe task were ambiguous evidence for vigilance to 
threat hypothesis and that results could also be interpreted as a difficulty to disengage from 
threat (Koster et al., 2004). Koster et al. went on to suggest a novel method of analysing the 
results from Attention-Probe studies that would allow for the delineation of these attentional 
processes. By adding neutral-neutral stimulus pairs, reaction times (RT’s) on trials containing 
neutral information (i.e. two neutral pictures) could be compared to reaction times on trials 
containing threatening information (i.e. threatening and neutral pictures). By comparing these 
response times, Koster et al. argued you could explore whether the congruency effects were 
reflective of vigilance for threat or a difficulty to disengage attention from threat. In their study 
they hypothesized that vigilance for threat would be represented by faster responses on 
congruent (emotion probed) threatening trials compared to neutral trials, indicating that 
individuals preferentially hold their attention at the threatening location. Whereas, if an 
individual has difficulty in disengaging their attention from threat, this would result in slowed
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response times on incongruent (neutral probed) threatening trials due to the time needed to 
shift attention from the threatening to the neutral location.
In investigating these attentional biases with mild and high threatening pictures within a non- 
clinical sample, Koster et al., (2004) found that congruency effects were largely a result of a 
difficulty in disengaging attention from threatening pictures as opposed to vigilance for 
threatening information. They went on to argue that a comparison between neutral trials is 
necessary to delineate the specific components of visual attention that is reflected by the 
congruency effect. This variation has provided some important convergent evidence 
implicating impaired disengaging of attention from emotional information (Yiend, 2010). Other 
studies adopting this design, have found trait anxiety to be associated with disengagement, 
as opposed to the engagement of attention (Salemink et al., 2007).
1.2.3 Central Cuing Tasks
Unlike the Attention-Probe task, where two cues appear in differing spatial locations (double 
cue), in Central Cuing tasks, the cues appear centrally (single cue), with targets appearing 
either side of the cue. Single cuing tasks were developed from previous criticisms that the 
Attention-Probe task was unable to explore spatial orientating of attention mechanisms. 
Tasks such as the Central Cuing task were considered to provide greater precision about the 
specific mechanisms underlying attentional effects of emotional material being able to 
distinguish between engagement and disengagement processes (Yiend, 2010).
Central cuing tasks using eye-gaze and emotional faces have been used in a number of 
studies to investigate attentional differences within clinical disorders such as anxiety (e.g. 
Fox et al., 2007; Holmes, 2006; Mathews et al., 2003). Facial expressions have been widely 
used within research given their ability to communicate socially relevant information. They 
are therefore ideal for investigating how emotionally relevant information is prioritized at the 
expense of other information in attentional and perceptual processing (Vuilleumier, 2002). 
Eye gaze in particular has been shown to produce orientating of spatial attention in the 
direction of signaled gaze. Mathews et al., (2003) were one of the first to investigate this 
using a Central Cuing task. They used face cues that varied in both emotional expression 
and the direction of eye gaze (left and right) to assess attentional processes. Within this task, 
participants were initially presented with a fixation point, which was followed by the 
presentation of a neutral or emotional facial expression. After a short duration, the eye gaze 
either remained centrally located or changed to either the left or right. A target (e.g. letters L 
or T) appeared either side of the face, with equal frequency in locations that were congruent 
or incongruent with gaze direction. Participants were required to identify the target letter as 
quickly and as accurately as possible by pressing the relevant button on a response box. As 
in the Stroop and the Attention-Probe tasks, the time taken to respond to the target was 
recorded. It has been suggested that on invalid trials, (where the cue and target do not 
match) comparison of target detection responses when face cues show threatening versus
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non-threatening expressions can be used to assess any within-subject difference in 
attentional disengagement due to the emotional expression of the face. Whereas on valid 
trials (when the eye gaze and target appear in the same location) any differences in 
identification responses due to facial expression can be taken to reflect speed of 
engagement (Fox et al., 2007).
\
1) The participant 
fixates centrally.
2) An emotional or 
neutral cue are 
presented centrally 
with central eye-gaze
3) Eye gaze remains 
central or shifts to the 
left or right.
4) Participants identify a 
target appearing either in the 
location cued by eye-gaze 
(congruent) or in the opposite 
direction (incongruent)
Figure 2: An illustration of a Central Cuing task commonly used to investigate the effect of 
emotional content on attention
In a study with high and low trait anxious students, Mathews et al. (2003) found that fearful 
faces with averted gaze produced orientating of spatial attention in the direction signaled by 
the gaze. In particular, high trait anxious individuals showed an enhanced orientating 
(engagement) to the eye gaze of faces with fearful expressions relative to all other 
expressions. These findings have been subsequently replicated by Fox et al. (2007) and 
Holmes et al. (2006) who have reported similar findings in comparing responses from high 
and low state anxious individuals.
1.2.4 Eye Movements (Visual Scanpath)
Whilst the tasks described so far provide behavioural evidence of the processes underlying 
selective attention in non-clinical and clinical populations, recent studies have begun to 
explore these processes in a more direct way, through tracking eye movements (Garner et 
al., 2006; Green et al., 2003a 2003b; Loughland et al., 2002). This method of measuring 
selective attention uses eye-tracking software to assess where in a presented picture 
individuals focus their eye gaze over a specific period of time. Using this technology, it has 
been possible to investigate where and for how long individuals fixate on particular stimuli 
and the distance between fixations, allowing inferences to be made regarding automatic and 
controlled processes.
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Using this paradigm, Mathews and Antes (1992) measured eye movements of dysphoric and 
non-dysphoric individuals during picture viewing. They found that dysphoric participants 
fixated on sad regions more often than non-dysphoric individuals. Using displays of faces 
with different expressions that were presented together, Bradley ef a/. (2000) found that 
participants high in emotionality were more likely to fixate on faces with negative as oppose 
to positive expressions, with similar effects being reported in individuals with GAD (Mogg et 
al., 2000). However, whilst providing a very accurate way in which to measure the stimuli that 
a person is viewing, this method has been criticised on a number of grounds. Firstly, it has 
been argued that individuals can attend to stimulus ‘out of the corner of their eyes’, and 
therefore in contrast to the above methods of measuring selective attention, it cannot 
measure covert attention, e.g. the region of space that is independent of eye movement. 
Whilst eye movements (overt attention) may follow shifts in covert attention, they do not 
always (Yiend & Mathews, 2001). For this reason, direct comparisons cannot be made 
between previously reported behavioural data from tasks such as the Attention-Probe and 
Stroop tasks. There have also been a number of procedural issues, such as the eye 
monitoring equipment needing very careful calibration, and a lack of generally accepted 
standards with respect to data acquisition and processing that has currently limited its use 
(Yiend, 2010).
1.3 Paranoid Psychosis
Whilst there has been a vast amount of research investigating the specific nature of these 
attentional biases within affective disorders, using a variety of different methods as described 
above, there has been very little comparatively in investigating the presence and extent of 
such biases within psychosis. Even fewer research studies have looked more specifically at 
paranoid psychosis, despite paranoid beliefs being a common symptom of a range of 
psychotic disorders (Bentall et al., 2009) (See Appendix 1 for definitions and diagnostic 
criteria of Schizophrenia and Paranoid Schizophrenia).
Paranoia is considered to be a threat belief in which the person perceives that others have 
intentions to harm them now or in the future, with little or no supporting evidence (Freeman & 
Garety, 2000). Theoretical models of paranoid delusions have highlighted a multiplicity of 
factors that play a role in the formation and maintenance of paranoid beliefs. For example, it 
has been suggested that paranoia is largely influenced by emotional, cognitive and 
environmental factors (Freeman et al., 2002). Whilst much more is known about the 
emotional and environmental factors that influence the development of paranoia, less is 
known about the specific cognitive processes involved.
1.4 Cognitive Biases in Paranoid Psychosis
Research to date in the psychosis field has reported on a number of general information- 
processing biases that may lead to and maintain the expectation of harm within paranoid 
psychosis (Savulich et al., in press). Individuals with psychosis have been found to show
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impairment in attention, working memory and executive functioning (e.g. Gopal & Variend, 
2005; Reichenberg, 2005). Findings from some studies have highlighted a tendency to jump 
to conclusions, where individuals make judgments more readily on probabilistic information 
(Garety et al., 2005; Huq et al., 1988), whilst other studies have demonstrated difficulties in 
reasoning about the mental states of others (theory of mind deficits) implying that this deficit 
may lead individuals with paranoia to misunderstand or misinterpret the intentions of others 
(Corcoran et al., 2008). Other areas of research, when examining the association between 
persecutory delusions and cognition have highlighted biases against disconfirmatory 
evidence (Moritz & Woodward, 2006), biases in attributional style (McKay et al., 2005) and 
with respect to memory (Bentall et al., 1995). However, the focus on attentional processes 
has been much narrower and remains largely under-investigated, particularly with respect to 
the specific effects of emotionally salient information. Beginning to understand some of these 
processes is therefore a main focus of this study.
1.4.1 Attentional Biases in Paranoid Psychosis
Although limited, a small number of studies have provided preliminary support for the claim 
that such attentional biases also exist in paranoid psychosis (Bentall & Kaney, 1989; Green, 
Williams & Davidson, 2003a). This research suggests that paranoia-relevant information 
similarly captures more attention and is preferentially processed by psychotic individuals, and 
that such selective attention to self-referential or threatening information may lead an 
individual to form conclusions about the environment that appear delusional to others. 
However, findings are not unequivocal.
Much of the evidence to support claims of attentional biases have come from studies using 
an adapted version of the Emotional Stroop task to examine pre-attentive processing of 
words referring to delusional themes (Bentall & Kaney, 1989; Comb et al., 2003; Fear et al., 
1996; Kinderman, 1994). Findings from these studies have shown that individuals with 
paranoid psychosis were slower in naming the ink-colour of ‘paranoid’ or threat-related words 
compared to meaningless strings of Os, neutral words, or words representing negative affect, 
compared to patients with depression and healthy controls. Such findings have been 
interpreted as evidence for heightened pre-attentive processing of threatening information in 
individuals with paranoid delusions (Bentall & Kaney, 1989). However as previously 
mentioned, there have been a number of criticisms of the Emotional Stroop task (De Ruiter & 
Brosschot, 1994; Harvey et al., 2008), particularly in relation to the multiple interpretations 
that could be made regarding slowed latencies to different word types. Therefore, supporting 
claims of attentional biases from convergent studies using more rigorous attentional 
methodologies, such as the Attention-Probe task is an important next step.
1.4.2 Spatial Attentional Mechanisms
As described earlier, within affective disorders, recent attentional bias research has begun to 
explore the precise spatial attentional mechanisms implicated, with reference to relevant
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theories of attention (e.g. Posner, 1980). However, very few studies to date have attempted 
to investigate such processes with regard to paranoid delusions.
In the first of these studies, Arguedas et al., (2004) investigated the selective allocation of 
attention to threatening (angry) faces in non-clinical individuals with high and low levels of 
delusional ideations. Using a modified version of the Attention-Probe task in which they 
presented paired-faces (emotion-neutral face pairs) across three stimulus exposure 
durations (200ms, 500ms and 1250ms), they investigated both early engagement effects and 
later disengagement effects of attention. Findings showed that delusion prone individuals 
engaged in preferential processing of angry compared to happy faces, whereas low delusion 
prone individuals showed no significant difference in allocation of attention across face types 
at the earliest (200ms) time exposure (SOA). Such findings are consistent with previous data 
reported elsewhere highlighting an early automatic orientating of attention (Bentall & Kaney, 
1989; Fear eta l., 1996; Kinderman, 1994,). With respect to their disengagement hypothesis, 
Arguedas et al. (2004) found that the high delusion prone group were slower to disengage 
their attention away from angry faces compared to happy ones at the longer (1250ms) 
exposure times, which they suggested reflected ‘defective disengagement for threat-related’ 
information in delusion prone individuals. These findings are consistent with other studies 
investigating the time taken to recognise emotional faces, presented below. However, whilst 
this study does provide some evidence for spatial orienting effects, it is important to note that 
this study does not report a significant trial type main effect, therefore making it difficult to 
assess whether engagement and/or disengagement effects are actually present. Similarly, 
the study only uses angry and happy faces, with no non-emotional comparison and so it is 
therefore difficult to know whether these effects are particularly pertinent to emotional 
material only.
The second of these studies used a task based on the Inhibition of Return paradigm (IOR). 
The IOR effect refers to the phenomenon, in which about half a second following an abrupt 
peripheral cue, responses are slower to targets appearing at the cued location than to targets 
appearing elsewhere (see Klein, 2000 for a review of the IOR effect). Here Moritz and 
Laudan (2007) found that paranoid and non-paranoid psychotic patients were faster than 
healthy control participants at responding to any targets that were preceded by paranoia 
relevant stimulus. As such, the findings could be interpreted as a general alerting effect to 
the paranoia relevant images used in the task. Whilst Mortiz and Lauden (2007) argued that 
these findings were therefore inconsistent with a biased disengagement account, caution 
needs to be taken in interpreting these results. Particularly, given that the IOR paradigm 
describes an attentional phenomenon, which occurs after selective attentional processes and 
so therefore cannot speak to the issue of how selective attention operates (Yiend & 
Mathews, 2001). This study similarly failed to find the critical group x cue type x trial type 
interaction that would be required to make any claims with respect to the presence of a 
selective attentional bias. Given the preponderance of selective attentional biases in other
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clinical populations it is likely that similar biases will be observable within paranoid psychosis 
population when sensitive and appropriately designed tasks are used, such as those used 
previously within the affective literature, and within the current study.
1.4.3 Evidence from Facial Recognition Studies and Visual Scan Studies 
Two further studies have investigated spatial attentional mechanism, but used facial 
recognition tasks. These studies investigated the time taken to recognise facial expressions 
in individuals with paranoid psychosis. As previously mentioned, facial expressions have 
been used widely in research due to their ability to communicate socially relevant 
information. In particular, angry and fearful faces have been acknowledged as ideal signals 
of social threat (Ohman, 1986). Both these studies investigated the time taken to recognise 
facial emotions (happy, sad, neutral, fearful and angry emotion expressions) in paranoid 
prone individuals and patients with schizophrenia with persecutory delusions (Green et al., 
2001). Whilst previous research on healthy individuals has shown a speeded detection of 
angry faces (Hansen & Hansen, 1988; Lundqvist & Esteves, 2001), within these studies it 
was found that both paranoid groups were significantly slower to identify angry faces 
compared to control participants. It was suggested that this delay in processing of angry 
faces may reflect a longer more conscious evaluation of threat that is not normally 
undertaken during regular automatic processing of threatening social material. As such, it 
has been suggested that paranoid delusions may be associated with a prolonged early 
processing of threat, or difficulties in disengaging from threat once the stimuli has been 
attended to (Green & Phillips, 2004). Similar findings have been presented from visual scan 
studies, which are discussed below (e.g. Freeman eta l., 2000). However, it important to note 
that emotion recognition tasks are relatively non-specific regarding which aspect of cognition 
is primarily implicated, and as such, patterns of results could reflect a wide range of cognitive 
impairment or biases. Therefore, whilst these studies provide interesting insights into 
cognitive processes, these studies cannot speak to selective attention specifically (Willmott 
etal., 2009).
Whilst evidence from behavioural studies so far have suggested that threatening material 
preferentially engages attention during the early stages of selective attention in people with 
paranoid delusions (i.e. initial bias in engagement to threat), results from visual scanpath 
(eye movement) studies have presented a somewhat different picture. These studies have 
revealed a bias in attention away from the potentially threatening areas of social scenes in 
individuals with paranoid delusions (Freeman et al., 2000; Phillips et al., 2000), and reduced 
attention to threat-related faces in delusion-prone individuals (Green et al., 2003a). These 
studies also highlight that individuals with paranoid delusions spend less time searching their 
visual fields, spend longer staring at threatening images (Phillips & David, 1997), and do not 
integrate key facial features in their evaluation of emotional faces (Green et al., 2005).
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Such a reduced attendance to threat-related faces provides further evidence that individuals 
with persecutory delusions may be overly sensitive to threatening stimuli in the social 
environment (Green & Phillip, 2004). Drawing together results from both behavioural and 
visual scan studies, Green et al. (2003a; 2003b) suggest that such findings may point to 
paranoid information processing involving an initial Vigilance' for threat followed by an active 
‘avoidance’ of threat. As such, both automatic and controlled processes are implicated at 
different stages of attentional processing. Whilst the biases within the former would act to 
make an individual more vigilant to threat in their surroundings, the latter would involve more 
effortful and controlled processes, resulting in a bias in the opposite direction. It has been 
suggested that directing attention away from threat related material may act as a coping 
strategy to reduce anxiety of the threatening stimulus (Green et al., 2003a).
Caution, however needs to be taken in comparing results from these two different paradigms. 
Findings from behavioural studies, such as the Emotional Stroop and Attention-Probe tasks 
represent covert (pre-conscious) biases of selective attention, whilst findings from psycho- 
physiological (eye-movement) studies suggest the presence of a bias occurring later during 
overt (conscious) appraisals. Whilst eye movements may follow shifts in covert attention, this 
is not always the case (Yiend, 2010). Therefore, whilst these findings are important, they do 
not allow direct inferences to be made about the same attentional processes. Examining the 
spatial orientating of attention (i.e. engagement and disengagement effects) using robust 
experimental tasks that do not span two experimental paradigms, is an important next step 
and is one of the main aims of the current study.
1.5 Current Study Aims and Objectives
Overall, the current study aims to progress our understanding of biased attention in paranoid 
psychosis, and in particular to identify the degree to which psychopathologically congruent 
biases of attention are present within this disorder. Therefore, the first aim of this study is to 
assess the presence of psychopathologically congruent selective attentional biases 
associated with clinical paranoid psychosis. Three tasks will be used in order to assess this, 
the Attention-Probe task, a Central Cuing Task and the Emotional Stroop Task. The latter 
task is included despite the number of methodological limitations that have been cited 
against it, in order to facilitate interpretation of the data within the other two tasks and to 
allow for backwards comparability of the sample with previous studies.
A second aim of this study is to examine the content specificity of any attentional bias in 
psychosis by comparing selective orienting to different types of stimuli, in particular paranoia 
relevant, social and physical threat material. It is predicted that both clinical groups would 
show content specificity of attentional bias, such that their attentional bias would be strongest 
for material reflecting the greater degree of relevance to their clinical concerns. The 
conceptual distinction between social and physical threat is well researched and validated 
within the parallel literature on attentional biases in anxiety and depression. Stimuli sets from
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this large previous literature will therefore be used to test our hypotheses on content 
specificity.
Finally, this study will aim to examine the specific selective attentional mechanisms involved 
in any observed selective attentional bias. Specifically, whether biases in engaging or 
disengaging of attention from threat are involved. This will be assessed using an adapted 
version of the Attention-Probe task that will include a neutral-neutral baseline condition. This 
task will firstly allow an examination of whether a general selective attentional bias exists, but 
through the addition of neutral-neutral trials will also allow the specific engagement and 
disengagement mechanisms to be explored. A previously validated Central Cuing task 
(Mathews et al., 2003) with the use of emotional faces will also be used to further assess the 
engagement component of selective attention using a different type of stimuli.
Three groups of participants will be recruited to investigate these research questions. These 
groups will consist of individuals with Paranoid Schizophrenia/Psychosis with current 
paranoid symptoms, individuals with Schizophrenia/Psychosis without paranoid symptoms 
and healthy control individuals. Two clinical groups will be recruited in order assess whether 
there are any specific attentional biases specific to paranoid psychosis, therefore 
strengthening any inferences made from the findings. As the non-paranoid psychosis group 
will also be a clinical group, it is expected that this group will also present with some 
evidence of selective attentional biases. In part this is due to the complexity of psychosis and 
the frequent co-morbidity of symptoms associated with other disorders, such as anxiety and 
depression. However it is expected that the content of these biases will differ and be 
strongest for material most closely matching the specific presenting pathology. Therefore the 
following hypothesis have been put forward:
1.6 Hypotheses to be tested
Selective Attention
1) It is predicted that participants within both clinical samples will show a selective 
attentional bias for emotionally negative information compared to controls.
Content Specificity
2) It is predicted that both clinical groups would show content specificity of attentional 
bias, such that their attentional bias would be strongest for material reflecting the 
greater degree of relevance to their clinical concerns.
Spatial Attentional Mechanisms
3) It is predicted that both clinical groups would show evidence of attentional biases 
reflecting either engagement or disengagement processes, or both.
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a. In order to assess the disengagement hypothesis, it is predicted that the 
clinical groups, when compared to controls, will have slower response 
latencies to emotional than neutral stimuli on an index of disengagement 
speed.
b. It is similarly predicted that the clinical groups, compared to controls, will 
have speeded engagement to threat versus neutral material, having faster 
response latencies on a corresponding index of engagement.
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METHOD
2.1 Ethical Approval
Ethical approval was sought and obtained from Surrey NHS Research Ethics Committee and 
the University of Surrey Ethics Committee. R&D approval was also granted from two NHS 
Trusts. The University of Surrey sponsored this project and provided the necessary 
Indemnity Insurance. Copies of ethics committee correspondence and approval can be seen 
in Appendices 2-6.
2.2 Design
This study used matched groups with cross sectional measurement of tests of selective 
attentional function.
2.3 Power A na lys is
An a priori power analysis was conducted using G*POWER (version 3; Paul et al., 2007) to 
provide an estimate of the sample size required for this study. A medium effect size was 
assumed, based on recent a meta-analysis of threat-related attentional biases (Bar-Haim et 
al., 2007). This analysis indicated that a total of 30 participants in each group (90 in total) 
would be needed in order to achieve a power of 80% with a p value of .05.
2.4 Partic ipants
Fifty-two clinical participants (30 paranoid and 22 non-paranoid) and 30 control participants 
took part in the study. Clinical participants were identified through clinician referrals from two 
NHS Trusts in South East England. Consultant psychiatrists, psychologists, and community 
nurses provided these referrals, based upon the following inclusion and exclusion criteria 
used in order to select appropriate participants. Initial judgements as to whether participants 
met these criteria were made by the referrer, which was checked by the researcher during 
the clinical interview with participants. Further details of participant characteristics are 
provided within the results section of this report.
Inclusion Criteria
Inclusion criteria for ALL participants:
• Normal or corrected to normal vision, in order to perform the computer tasks.
• English as first language (neither the tasks nor some of the questionnaires have 
been validated for use in other languages).
• Ages between 18 (to be able to give informed consent) and 65 (to exhibit reaction 
times within the normal range).
Inclusion criteria for Clinical Participants (Groups 1 & 2):
• Current diagnosis of Schizophrenia according to DSM IV criteria WITH (Group 1) 
and WITHOUT (Group 2) significant symptoms of paranoia.
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• Symptomatically stable with mild to moderate positive symptoms.
• Not currently in an acute psychotic state.
• Prescribed psychotropic medication and dose unchanged over the previous 3
months.
Inclusion criteria for Control Participants (Group 3):
• Member of the public and of average matched age, IQ and gender to clinical 
participants.
Exclusion Criteria
Exclusion criteria for ALL participants:
• Drug or alcohol dependence as defined by DSM IV criteria.
• Previous serious head injury (resulting in loss of consciousness for > 3mins).
Exclusion criteria for Clinical Participants:
• Significant Axis I or II co-morbidity.
Exclusion criteria for Control Participants:
• Previous psychiatric history (essential to preserve the integrity of the group 
comparison).
2.5 Recruitment
All clinical participants were identified in accordance with the inclusion and exclusion criteria, 
via referrals from their clinical care teams. Potential participants were informed of the study 
by their clinician and if interested gave consent for their contact details to be passed onto the 
researcher. Clinical participants were recruited across two NHS Trust services through 
widespread advertising to local teams (e.g. Community Mental Health Teams, Early 
Intervention Teams) overseen by a senior clinician. Clinical participants were also recruited 
through a research participant pool at the Institute of Psychiatry, who had previously 
provided consent to be contacted regarding future research studies. All clinical participants 
were outpatients at NHS mental health services at the time of taking part in this study.
Control participants were recruited to match clinical participants in terms of gender, age and 
predicted full scale IQ (as determined by the WTAR). These participants were recruited via 
notices within the Institute of Psychiatry and internal emailing of all KCL and University of 
Surrey students, and posters on local public notice boards. If interested, these participants 
contacted the researcher directly via the telephone number provided on the advertisements.
2.5.1 Incentives
Clinical participants were paid for their time and expenses for participation in the study. 
These payments were in line with the local R&D guidelines and varied between £8 and £15
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per participant. Control participants were given the opportunity to be entered into a prize 
draw to win one of two sets of £50 vouchers of their choice.
2.6 Measures
2.6.1 Clinical Interview
MINI Neuropsychiatrie Interview (M.I.N.I; Sheehan et al., 1998)
The Mini-International Neuropsychiatrie Interview is a short structured diagnostic interview, 
for the major Axis I psychiatric disorders in DSM-IV and ICD-10. This measure provides a 
short but accurate structured psychiatric interview. It took approximately 15 minutes to 
administer. Validation and reliability studies have been done comparing the M.I.N.I. to the 
SCID-P for DSM-III-R and the CIDI (a structured interview developed by the World Health 
Organization for lay interviewers for ICD-10). The results of these studies show that the 
M.I.N.I. has acceptably high validation and reliability scores, with inter-rater reliability alphas 
ranging from 0.79 -  1.00 and test retest alphas from 0.4 -  0.96. The scale correlates highly 
with the SCID (r=.5 -  .84) (Sheehan et al., 1998).
Both patient groups undertook this assessment. Control participants undertook a screen 
version to determine the presence of diagnostic symptoms. It was used primarily as a 
method of confirming clinical participants current diagnosis.
Positive and Negative Symptom Scale (PANSS; Opler et al., 2000)
The PANSS is a tool used to measure both positive (hallucinatory and delusional behaviour 
and beliefs) and negative (withdrawal and negative affect) symptoms of Schizophrenia. It is 
completed with the use of a semi-structured interview, which is designed to probe particular 
areas of interest. The measure consists of three subscales (positive symptoms [7 items], 
negative symptoms [7 items] and general symptoms [16 items] that go to provide an overall 
score out of 210. Each item is scored on a likert scale of 0 (symptom not present) to 7 
(symptom extreme). Therefore higher scores reflect higher symptomology. The internal 
consistency across subscales has been rated high with alphas of r=.72, .81, and .77 
respectively (Opler eta l., 2000). Inter-rater reliability correlation ranging from r=.83 - .87 have 
also been reported. The PANSS similarly has good construct validity and criterion-related 
validity (Kay & Singh, 1989).
Both clinical participants groups were administered this measure to assess current 
symptomology. Item 6 on the positive symptom subscale (Suspiciousness/Persecutory 
ideations) assisted in confirming the distinction between the two clinical groups.
Intellectual Functioning -  Wechsler Test o f Adult Reading (WTAR: Wechsler, 2001)
The WTAR (Wechsler, 2001) is a short reading test used to estimate pre-morbid intellectual 
ability for adults aged 16-89 years. It comprises 50 irregular words presented in order of
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increasing difficulty, which participants were asked to read out loud. Performance on this 
measure is converted to a scaled score (taking into consideration age) to provide a full-scale 
IQ score. The WTAR has high internal consistency (between r=.87 -.95) and is related to 
verbal intelligence scores on the Wechsler Adult Intelligence Scale (between r= .63 - .80) 
(WAIS-III; Wechsler, 1998). It also is reported to have excellent test-retest reliability, ranging 
between r=.92-.94 (Wechsler, 2001).
2.6.2 Self-Report Measures
Prior to completing the computer tasks, participants completed a battery of pencil and paper 
measures. These measures consisted of:
Cardiff Anomalous Perceptions Scale (CAPS; Bell et al., 2006)
The CAPS is a 32-item questionnaire that was developed in both clinical and non-clinical 
groups and assesses perceptual anomalies such as changes in levels of sensory intensity, 
distortion of the external world, sensory flooding and hallucinations (e.g. ‘Do you ever notice 
that sounds are much louder than they normally would be?’ ‘Do you ever think that everyday 
things look abnormal to you?’). The measure requires a yes or no answers and scores can 
range from 10 to 31, with higher scores representing a greater number of perceptual 
anomalies. Internal reliability of the CAPS has been reported as good (r=.87), as has its test- 
retest reliability (r=.92). The CAPS total score has significant positive correlations with a 
number of other tools, including the PDI-21 (r=.60), suggesting reasonable convergent 
validity. The scale has also been shown to reliably differentiate between clinical and non- 
clinical samples (Bell et al., 2006). See Appendix 7.
Paranoia Scale (Fenigstein & Vanable, 1992)
Trait paranoia was also assessed by the Paranoia Scale. The 20-item self-report Paranoia 
Scale was developed to measure sub-clinical paranoid ideation in normal individuals in 
response to everyday events and situations. Participants are asked to indicate how much 
they agree or disagree with a number of statement (e.g. ‘Someone has it in for me’, ‘It is 
safer to trust no one’). Each item is rated on a 5-point scale (1-5). Scores can range from 20 
to 100, with higher scores indicating greater paranoid ideation. Whilst originally developed for 
analogue samples, this tool has demonstrated validity in persons with paranoid 
Schizophrenia (Smari et al., 1994) and has been used widely within paranoia research. The 
scale also has good internal consistency (0.84) test-retest reliability (r=.70) and construct 
validity (Fenigstein & Vanable, 1992). See Appendix 8.
Green et al. Paranoid Thoughts Scale (G-PTS; Green et al., 2008)
This measure is a 32-item trait measure of paranoia, assessing ideas of reference (e.g. ‘It is 
hard to stop thinking about people talking about me behind my back’) and ideas of 
persecution (e.g. ‘I was convinced there was a conspiracy against me’). Participants rate 
themselves on a 5-point scale referring to the past month. Higher scores indicate greater
118
RESEARCH DOSSIER Major Research Project
levels of paranoid thinking. The questionnaire includes eight item subscales for delusional 
conviction, preoccupation, and distress and has been psychometrically evaluated in clinical 
and non-clinical populations. The internal consistency of the scale and test-retest reliability is 
good. The scale total correlates highly (r=.71) with the Paranoia Scale (Fenigstein & 
Vanable, 1992), and paranoid items of the Peter’s Delusion Inventory (Peters et al., 1999). 
See Appendix 9.
Peter’s Delusion Inventory (PDI; Peters et al., 1999).
The PDI-21 is a questionnaire that assesses the presence of 21 beliefs (e.g. ‘Do you ever 
feel as if there is a conspiracy against you?’). It assesses the presence of symptoms and 
with a 5-point Likert scale, and then the intensity of anxiety (e.g. ‘How distressing do you find 
it?’), preoccupation (e.g. ‘How much do you think about it?’) and conviction (e.g. ‘How much 
do you believe it to be true?’) associated with the symptoms. This measure has good internal 
consistency and test-retest reliability (over a one year period), with Cron bach alpha 
coefficients of r=.88 and .82 respectively. Criterion validity has been established using 
clinically psychotic individuals who score significantly higher on the PDI compared to healthy 
controls (Peters eta l., 1999). See Appendix 10.
2.6.3 Computerised Tasks
All three experiments were run on a Dell laptop with a 17-inch colour screen, using 
experimental delivery software E-Prime V2 (Psychology Software Tools, 2001). Participants 
were all positioned approximately 60cms from the screen, in a well lit, quiet room. A 
response box used to record all responses in the Attention-Probe and Central Cueing Tasks. 
A stopwatch was used to record times on the Emotional Stroop Task. All stimuli for the 
experimental tasks were taken from standardised sets.
Emotional Stroop Task
As discussed more fully in the introduction, the Emotional Stroop task has previously been 
used to measure selective attentional biases within the mainstream and clinical research 
literature. Whilst often criticised on the grounds that it is not clear whether the observed 
effect is the result of selective attention to the words, or whether it is due to other factors, the 
inclusion of this task in this study will allow a backward comparability of our findings with 
previous studies.
Two of the word types (physically threatening and socially threatening) for this task were 
taken from stimuli used in Mathews and MacLeod’s Emotional Stroop Task (1985) and 
MacLeod et a/.’s Visual Dot Probe Task (1986). The control words used within these studies 
contained a mixture of both positive and neutral words and therefore did not allow for these 
word types to be examined separately. Therefore positive and neutral words lists were 
constructed, using words and ratings from the Affective Norms for English Words (ANEW)
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database (Bradley & Lang, 1999). All these words were matched on arousal and valence as 
described within the results section of this report.
A further list of 20 paranoid words was also constructed in order to evaluate whether these 
were more specifically salient to the population under investigation. Words were chosen that 
appeared consistent with socially relevant concepts of harm and threat to the self as outlined 
in Freeman and Garety’s (2000) definition of paranoid delusions. Ten psychologists with 
experience of working with psychosis conducted ratings for these words on their related ness 
to paranoia. Analysis of these ratings is presented with the results section of this report.
Table 1: Word Lists for the Emotional Stroop Task
Physically Threat Socially Threat Paranoia Relevant Positive Neutral
AM BULANCE ASHAM ED CALCULATED ADORABLE A PPLIA NCE
A SSAULT C R ITIC ISED D ECEITFUL APPLAUSE BANNER
C AN CER DESPISED DELIBERATE BIRTHDAY BASKET
CASUALTY DISG RA CED D IS C R E E T C H EE R BATH RO O M
C O FFIN EM BARRASSED FO RC EFU L D ELIG HT C AB IN ET
COLLAPSE FAILURE HOSTILE EXCELLENCE C O N C EN TR A TE
C O RO N AR Y FO OLISH INSULTING EXC ITE M E N T C O N TE X T
C O R P SE HATED JEALOUS FESTIVE ELEVATO R
DEATHBED HUM ILIATED LIAR HOLIDAY FABRIC
DISABLED IG NO R ED M ALICIOUS JOYFUL HAIR PIN
DISEASE INADEQ UATE M ISTR U STFU L LAUGHTER JO UR NA L
EM E R G EN C Y IN C O M P E TE N T O FFE N SIV E LOYAL KETTLE
FR AC TU RE IN FER IO R O P P R E S S IVE M ILLIONAIRE LANTERN
HAZARD IN SEC UR E PH O N Y PARADISE LO CKER
HEARSE LONELY PO S SE S SIV E PASSION M E D IC IN E
INJURY MOCKED S C H E M IN G ROM ANTIC PASSAGE
IN Q U E ST PATHETIC S EC R E TIV E S UNR ISE P O S TE R
M UTILATED RID IC ULED SLY TE R R IF IC S C IS S O R S
PARALYSED S TUPID SPITE FU L TR EA SUR E U M BRELLA
VIO LEN CE W O R TH LESS S U SP IC IO U S TR IU M PH A N T W IN D M ILL
All words were matched for frequency in the English language, word-length, using ratings 
from the Affective Norms for English Words (ANEW) database (Bradley & Lang, 1999). 
These ratings were subject to analysis, which is detailed within the results section.
A block list design was adopted on the basis of a reliability investigation by Bar-Haim et al., 
(2007). Therefore all 20 words of each word type were presented together on one screen as 
oppose to being presented singly. The order of the words within each block and the colour 
assigned to each word (red, blue, green, yellow: Mathews & MacLeod, 1985) was presented 
randomly. Each colour appeared an equal number of times within each screen. The words
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were all written in block capitals. One practice screen was initially presented consisting of 20 
non-valenced words.
Prior to the task commencing, an instruction screen was presented to inform participants of 
what was required from the task (see Appendix 11). Participants viewed the block list of 20 
words on a screen printed in different colours and were asked to name out loud the colour of 
the ink each of the 20 words were presented in as quickly as possible. A block list of each 
word type was presented 4 times in a different fixed randomised order. The researcher, using 
a stopwatch, recorded the time taken to read each of the block lists of each word type.
Attentional Probe Task
This task used the method employed by Yiend and Mathews (2001) to measure selective 
attention to emotionally valenced material. Given the critiques often raised against the use of 
words within these tasks, pictures were chosen as these have been considered more 
“attentional grabbing and arousing” than words (Moritz & Lauden, 2007; pp. 382). Through 
the use of a neutral-neutral (both presented pictures being neutral) baseline trials as 
suggested by Koster et al. (2004), this task also aimed to investigate the hypotheses that 
biased engagement and disengagement processes underpinned any selective attentional 
biases.
Pictures for this task were selected from the International Affective Picture System (IAPS; 
Lang et al., 1988), which is a standardised set of emotion eliciting, colour pictures with 
normative ratings on valence, dominance and arousal. A  number of pictures were selected 
based upon their normative ratings for valence and arousal provided by Lang et al. (1999). 
Pictures were selected and categorised as socially threatening (e.g. hostile looking face, fight 
scene), physically threatening (e.g. snakes, plane crash, snarling dog. This category 
contained no images of people so as to differentiate it from socially threatening images), and 
positively valenced (e.g. children playing, ice-cream). Matched neutral images were also 
selected (e.g. chair, cup, clock).
24 pictures were selected for each of the three emotional categories (socially threatening, 
physically threatening and positive). 72 neutral pictures were selected and matched to these 
emotional pictures on content type (e.g. two buildings, or two portrait shots) and luminosity 
(e.g. lightness or darkness of the picture). A further 48 neutral pictures were selected in order 
to create the neutral-neutral baseline trials to assess the engagement and disengagement 
hypotheses, producing 24 neutral-neutral pairs.
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Figure 3: Sample pictures used in the experiment, showing neutral, physical threat, social
threat and positive pictures.
Prior to the task commencing, an instruction screen was presented to inform participants of 
what was required from the task (see Appendix 12). Participants were told to keep their eyes 
fixated on a central cross presented in the middle of the screen for 1000ms, after which two 
images appeared, one on the left and one on the right. These pictures remained on screen 
for a set duration (100ms or 500ms) and then disappeared. Participants were asked to 
identify a subsequent target letter (E or F) appearing in the space previously occupied by the 
emotional picture (emotion probed) or in the space previously occupied by the neutral picture 
(neutral probed) as quickly as possible but without making errors. Figure 4 shows the 
sequence of events on a typical valid trial.
1000ms
© Picture Type
Response
Figure 4: Attentional Probe Task Sequence for emotion-probed (valid) trial
Participants initially undertook a number of practice trials in order to familiarise themselves 
with the instructions. Practice trials consisted of 10 non-valenced picture pairs. Once familiar 
with the instructions, participants then proceeded to the main task. A total of 192 trials were 
presented. Pictures were presented for 2 durations, 100ms and 500ms. Whilst this study did
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not aim to investigate the time-course of attentional biases specifically, it was felt that using 
two presentation durations (SOA’s) would allow two opportunities to assess attentional 
processes. Both SOA durations were chosen to assess early attentional processing. Further 
neutral-neutral images were included to assess the engagement and disengagement 
hypotheses. The factors Cue duration (2), Picture Type (2) and Trial type (2: emotion probed, 
neutral probed) were used in a fully crossed design with 32 trials per condition, presented in 
a randomised order. The task lasted approximately 10 minutes, with an optional rest break.
Central Cuing Task
This task was designed to assess engagement of attention to a location of potential 
emotional significance using face stimuli. As previously mentioned, this paradigm involves 
the directing of attention from a central cue point. In this instance the eye gaze of different 
emotional faces.
For the central cuing task, stimuli were those used by Mathews and colleagues (Ekman & 
Friesen, 1976; Fox et al., 2007; Mathews et al., 2003). Photographs of eight individuals, four 
men and four women, were selected from the Ekman and Frieson (1976) series. Flair and 
non-facial areas were removed from each photograph, leaving just the central face area 
visible. Each of the eight identities expressing different emotions were used (angry, fearful, 
happy and neutral).
Two new digitally manipulated versions of each photograph were then produced in which the 
pupils of each identity’s eyes’ were digitally shifted to the left and the right, with the vacated 
spaces refilled to simulate left and right hand gaze. All photographs were presented centrally 
on the computer screen.
Figure 5: Sample faces used in the experiment, showing eye gaze central with a neutral 
expression (on the left) and eye daze directed with a fearful expression (on the right).
Prior to the task commencing, an instruction screen was presented to inform participants of 
what was required from the task (see Appendix 13). Participants were asked to fixate on a 
central cross in the middle of the screen, after which a face cue appeared in the centre, 
replacing fixation. The eyes then shifted to the left or right cueing attention to that location. 
Again, the task was to identify a subsequent target letter (E or F) appearing in either the
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cued (valid trials) or uncued (invalid trials) location as quickly as possible but without making 
errors. Figure 6 shows the sequence of events on a typical valid trial.
675ms
Emotional Face
Cue (eye shift)
Response
Figure 6: Central Cuing Task Sequence for emotion probed (valid) trial
Participants initially undertook a number of practice trials in order to familiarise themselves 
with the instructions. Practice trials consisted of 8 faces, one of each identity.
Once familiar with the instructions, participants then proceeded to the main task. A total of 
256 trials were presented. As within the Attention-Probe task, cues were presented for 2 
durations, 100ms and 500ms to provide two attempts to assess selective attentional 
processes. These cues depicted angry, fearful, happy or neutral facial expressions. Valid 
(cued), Invalid (uncued) and Central trials (face looking straight ahead) were presented in a 
ratio of 2:1:1. This ratio, known as ‘predictive cueing’ in the attentional literature, is generally 
used in such tasks in order to ensure participants’ develop an expectancy for the target to 
actually appear in the location indicated by the cue. This therefore increases the likelihood 
that attention will be effectively manipulated by the cue. This is deemed important because 
effective cuing is a prerequisite for the emotional contrasts of interest. The factors Cue
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duration (2), Facial expression (2) and Trial type (3: valid, invalid, central -  eyes do not 
move) were used in a fully crossed design with 32 trials in the invalid and central conditions 
and 64 trails in the valid conditions, presented in a randomised order. The task lasted around 
12 minutes, with an optional rest break.
2.7 Procedure
2.7A  Consent
All participants were given a verbal explanation of the study and the written information sheet 
either by post or email, which explained the purpose, procedure, and potential risks/benefits 
of the study (see Appendices 13-14). Participants were then given at least 24hrs to consider 
participation before deciding. Those who choose to participate were asked to attend their 
local site at a mutually convenient time. For clinical participants this was within an NHS 
building or a laboratory room used for research. Control participants were seen in a 
dedicated research room at the University of Surrey or Institute of Psychiatry, which ever was 
most convenient. On arrival all participants were shown a further copy of the information 
sheet, given the opportunity to ask questions and then asked to sign the consent form (see 
Appendices 14-17). Participants were informed that they were free to stop or leave the study 
at any point.
2.7.2 Clinical Interview and Cognitive Tasks
After completing consent procedures, both clinical groups undertook a clinical interview to 
assess their current symptoms and to confirm diagnosis. These assessments included the 
MINI Neuropsychiatrie Interview (M.I.N.I; Sheehan et al., 1998), Positive and Negative 
Symptom Scale (PANSS; Opler et al., 2000) and a measure of intellectual functioning 
(W echslerTestof Adult Reading [WTAR]: Wechsler, 2001).
Control participants completed the MINI Interview (Sheehan et al., 1998) screening tool with 
the researcher to assess whether they met the threshold for any diagnostic disorders, and 
also completed a measure of intellectual functioning. The PANSS is a tool used to measure 
both positive and negative symptoms of Schizophrenia, and so therefore was not deemed 
appropriate for control participants, who had already been screened for psychiatric 
symptoms and histories.
All participants then completed a battery of self-report measures (listed above), containing a 
number of questionnaires. Completion time for these varied from 15 to 30 minutes. Once 
completed, all participants then went onto the three computerised experimental tasks. The 
order of these tasks was completely counterbalanced to ensure that no practice of fatigue 
effect were present in any one task. Once these were completed, participants were given the 
opportunity to ask any questions and were then free to leave.
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RESULTS
3.1 Data Preparation Overview
The data was analysed using version 18.0 of the Statistical Package for the Social Sciences 
(SPSS). All data was initially screened for missing values and checked to see if it met the 
assumptions required to undertake parametric tests. In order to assess normality, 
Kolmorgorov-Smirnov tests and a visual inspection of histograms were undertaken for each 
variable (with normal distribution curves plotted). In addition, Z scores of Skewness and 
Kurtosis were analysed to assess whether these values deviated significantly from the 
normal distribution. These tests were conducted on the standardised residual data, as 
outlined by Field (2009). Due to the relatively small sample size, Z scores that exceeded ± 
1.96 were considered significant (Field, 2009). The assumption of Homogeneity of Variance 
was also assessed using Levene’s Test across all data. Throughout this section it can be 
assumed that these assumptions were not violated unless otherwise stated.
3.2 Participant Characteristics
3.2.1 Socio-Demographic Characteristics
As far as possible, clinical participants (paranoid and non-paranoid) and controls were 
matched for age, intellectual functioning and gender. As can be seen in Table 2, this was 
achieved for all variables other than gender, where there were a significantly higher 
proportion of men in the non-paranoid group.
3.2.2 Psychiatric History
Psychiatric history was compared across the two clinical groups. Both the paranoid and non­
paranoid group did not significantly differ on length of illness, the number on psychotropic 
medication, whether they had been previously hospitalised or their longest hospital 
admission.
Information on family psychiatric history was collected across all three participants groups. 
Whilst there was no significant difference between the two clinical groups on this variable, 
both differed significantly from the control group.
3.2.3 Clinical Measures
The MINI was used to confirm diagnosis and to assess the presence of other diagnostic 
symptoms. As can be seen from Table 2 the number of co-morbid disorders were small and 
did not vary greatly between the two clinical groups.
The PANSS was used to measure both positive (hallucinatory and delusional behaviour and 
beliefs) and negative (withdrawal and negative affect) symptoms of schizophrenia across the 
clinical groups. Both Paranoid and Non-paranoid groups did not differ on both positive and 
negative symptoms as expected. In line with group allocation, participants in the Paranoid
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group scored significantly higher on Item 6 of this measure, which assess suspiciousness 
and persecutory beliefs.
All participants completed a number of self-report questionnaires, which were designed to 
assess symptoms associated with paranoia. Scores on these measures significantly varied 
across all three groups. As expected, and in line with participant group criteria, Paranoid 
participants scored significantly higher on these measures when compared to the Non­
paranoid group.
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Table 2: Participant Characteristics
GROUP 1 
Paranoid 
n = 30
GROUP 2 
Non-Paranoid 
n = 22
GROUP 3 
Controls 
n = 30
Statistical
Value P
Socio-Dem ographic Characteristics
Age 40.90 (7.96) 40.86 (9.22) 37.87 (10.50) f = 1.00 ns
% Male 46.7a 77.3b 40a X2 = 7.70 < 0.03
Nationality, British (%) 83.3 81.8 90 X2= 13.39 ns
Education Levels in years 11.6 (1.9)a 12.7 (2.1 )a 13.7 (2.8)b f=  5.551 < 0.01
Predicted Full Scale IQ (WTAR) 101.1 (9.1) 102.4 (9.3) 104.6 (6.5) f =1.313 ns
Psychiatric H istory
Length of illness (years) 17.70 (7.72) 14.02 (9.26) t=  1.56 ns
% On Psychotropic Medication 93.3 100 e h l ns
% Previously Hospitalised 90 90.9 X2= 9.26 ns
Longest Hospital Admission (months)* 6.95 (6.32) 10.29 (16.10) t = - 1.04 ns
% With Family Psychiatric History 43.3a 36.4a 0b X2= 18.93 < 0.002
C lin ical Measures
MINI Neuropsychiatrie Interview
Depression (Current) 2 0 0
Depression (Recurrent) 4 3 0
Mania and Hypomania 1 3 0
Social Phobia 1 0 0
Alcohol Abuse (Last 12 months) 0 1 0
PANSS Total Score 67.97 (16.90) 53.09 (12.48) t = 3.25 < 0.003
Positive Symptoms Total 18.23 (5.35) 14.55 (15.25) t=  1.23 ns
Item 6: Suspiciousness/ Persecution 4.10 (.89) 1.68 (.57) t=  11.22 < 0.001
Negative Symptoms Total 15.77 (5.66) 16.09 (6.61) t = -.186 ns
General Symptoms Total 33.67 (8.46) 26.09 (5.81) t = 3.62 < 0.002
Cardiff Anomalous Perceptions Scale 14.75 (7.91 )a 6.14 (5.50)b 1.27(2.10)c f = 42.05 < 0.001
Fenigstein & Vanable Paranoia Scale 59.45 (16.91)a 35.55 (7.85)b 26.37 (4.36)c f=  67.04 < 0.001
Green Paranoid Thought Scale Total 100.5 0(24.24)a 43.82 (11,44)b 35.33 (3.37)c f=  143.39 < 0.001
Social Reference Scale 53.93 (13.96)a 20.27 (ô.ôô)b 16.83 (1.68)c f=  150.48 < 0.001
Persecution Scale 45.73 (13.24)a 23.55 (7.22)b 18.50 (2.46)c f=  76.57 < 0.001
Peter’s Delusion Inventory Total 135.64 (49.08)a 65.62 (43.50)b 11.20 (13.96)c f=  76.14 < 0.001
Peter’s Delusion Inventory YES/NO 11.72 (3.57)a 7.05 (4.51 )b 1.73 (1.93)c f=  60.95 < 0.001
Note: Standard Deviations are shown in parentheses.
Means having the same subscript are not significantly different at p<0.05. 
Chi-square analysis conducted on counts.
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3.3 Analysis of Materials
Materials used within each of the experimental tasks were analysed to ensure that they were 
matched across a number of pertinent variables, each detailed below.
3.3.1 Emotional Stroop Task
Words used with the task consisted of ‘neutral’, ‘positive’, ‘paranoia relevant’, ‘physically 
threatening’ and ‘socially threatening’ words. The latter word types were taken from stimuli 
used in previous studies (Mathews and MacLeod, 1985; MacLeod eta!., 1986). However, the 
control words used within these studies contained a mixture of both positive and neutral 
words and therefore did not allow for these word types to be examined separately. Therefore 
positive and neutral words lists were constructed, using words and ratings from the Affective 
Norms for English Words (ANEW) database (Bradley & Lang, 1999). A further list of 20 
paranoid words was also constructed in order to evaluate whether these were more 
specifically salient to the population under investigation. Words were chosen that appeared 
consistent with socially relevant concepts of harm and threat to the self as outlined in 
Freeman & Garety’s (2000) definition of paranoid delusions. Ratings for these words 
occurred following their use in this study.
3.3.1.1 Ratings Task
The paranoia relevant words underwent a ratings task by 10 psychologists, who were asked 
to rate these words according to their related ness to paranoia (definition provided) on a 7- 
point Likert scale (from 1 = Not related to paranoia to 7 = Very related to paranoia). The 
ratings task included all 20 paranoia relevant words as well as the 20 words from the socially 
threatening and neutral word lists (see Appendix 18). Paranoid and socially threatening 
words were compared to assess whether these words significantly differed in their 
association to the concept of paranoia.
Mean word ratings were calculated for each word across the 10 raters. The data failed to 
meet the assumptions necessary for parametric testing (e.g. the data was not normally 
distributed) and so therefore the data was subjected to non-parametric analysis (Friedman’s 
AN OVA and Wilcoxin tests). This analysis revealed that ratings differed significantly across 
the three words types, (x2 (2) = 18.20, p < .001). Wilcoxin tests were used to follow up this 
finding, using Bonferroni corrections. Analysis showed that ratings for paranoid words and 
socially threatening words significantly differed from ratings of neutral words, (paranoid: z = - 
2.81, p = 0.015; social: z = -2.807, p = 0.015). Analysis also revealed a significant difference 
in ratings for paranoid and socially threatening words (z = -2.497, p = 0.039).
All words types (neutral, physically threatening, socially threatening, positive and paranoid 
relevant) were matched for frequency in the English language and word-length using ratings 
from the Affective Norms for English Words (ANEW) database (Bradley & Lang, 1999). 
Analysis revealed no significant difference in word length across the 5 word types, (F (4, 95)
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= 1.531, p = 0.199) or differences in their frequency of use in the English language, (F (4, 95) 
= 0.227, p = 0.923).
3.3.2 Attentional Probe Task
Pictures for this task were selected from the International Affective Picture System (IAPS; 
Lang et al., 1988). Pictures were selected and categorised as socially threatening (e.g. 
hostile looking face, fight scene), physically threatening (e.g. snakes, plane crash, snarling 
dog. This category contained no images of people so as to differentiate it from socially 
threatening images), and positively valenced images (e.g. children playing, ice cream). 
Matched neutral images were also selected (e.g. chair, cup, clock) to create neutral -  
emotional and neutral-neutral picture pairs.
Emotional pictures (positive, social and physically threatening) were selected based on their 
valence ratings (scale = 9 positive to 1 negative). There was a significant difference reported 
between these picture types, (F (2, 71) = 603.943, p < 0.001) (4.6 vs. 2.9 vs. 3.3 
respectively), however, as expected this was primarily due to the positive picture scores. No 
significant difference of valence was found between social and physically threatening 
images, (f (46) = 1.770, p = 0.607). No significant differences were found in respect to 
arousal ratings across emotional pictures, (F (2, 71) = .831, p = 0.440). All neutral images 
were split into sets and matched to emotional pictures, and used to create neutral-neutral 
baseline pairs. No significant differences were reported in valence and arousal across these 
neutral sets (all Fs < 1 ).
3.4 Experimental Tasks Analysis
3.4.1 Emotional Stroop Task
Data Preparation
In line with standard practice with this task, the data was initially examined for outliers. Due 
to the design of this task, it was not possible to make errors, therefore, all responses were 
taken as valid responses. One participant in the Paranoid group failed to complete this task 
and so therefore their data was not included within the analysis. Outliers on the response 
time (RT) data were looked at for each group separately. Outliers were evenly distributed 
across the three groups, with no one participant accounting for a larger proportion. 
Therefore, all participants were retained for data analysis. In line with standard practice on 
this task, a mean reaction time was calculated for each group of participants separately, and 
reaction times above 3 SDs were removed prior to analysis. Following the removal of 
outliers, mean RT’s were re-calculated for each participant. Overall, the exclusion of reaction 
times resulted in the removal of 0.91% of the data (1.3% for paranoid group, 0.45% for non­
paranoid group and 0.83% for the control group. The groups did not differ significantly in the 
proportion of trials excluded (F (2, 79) = .402, p = 0.670).
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Main Analysis
On inspection, the data for this task did not meet the assumption of homogeneity of variance. 
Therefore, the data was firstly analysed using parametric tests, but then verified using non- 
parametric tests, which are reported below.
Reaction times for neutral words were firstly subtracted from reaction times to emotional 
words in order to provide an index of interference for all emotional words:
Interference Bias Score = Reaction times on emotion words - Reaction times 
on neutral words
Therefore, a higher score would reflect more interference (slower colour naming) of 
emotional words compared to neutral, and smaller or negative scores would reflect less 
interference compared to neutral. Interference bias scores for the three groups are shown in 
Figure 7.
In order to assess the hypothesis of an attentional bias towards threat information, the mean 
reaction times to colour name was subjected to a 3 x 4 mixed model repeated measures 
AN OVA with one between subject factor, Group (paranoid, non-paranoid and control) and 
one within-subjects factor, Word Type (positive, physically threatening, socially threatening 
and paranoia relevant).
There was a significant main effect of Group (F (2, 79) = 4.48, p  = 0.014, r)2 = .102). The 
means showed that overall the paranoid and non-paranoid groups were slower at responding 
overall than the control group. A main effect of Word Type was also found, (F (3, 237) = 4.88, 
p = 0.006, r]2 = 0.051), highlighting that participants responded differently across word types. 
See Table 3.
Table 3: Interference Bias Scores (in seconds) in the Emotional Stroop Task
GROUP
Picture Type Paranoid Non-Paranoid Control
Positive .287 (1.61) .252 (1.21) .063 (.891)
Physical Threat .693 (1.84) .320 (1.56) .049 (.794)
Social Threat 1.34 (2.51) .458 (1.40) .0231 (1.03)
Paranoia Relevant 1.70 (2.49) .614(1.56) -.0675 (.662)
There was a significant interaction of Group by Word Type, (F (6, 237) = 3.21, p = 0.005, r\2 
= 0.075). This interaction is shown in Figure 7.
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The meaning of this interaction was interpreted by looking at simple main effects of group. 
One-way repeated measures ANOVA’s were conducted within each group to explore this 
interaction. As can be seen from the means presented in Table 3 and Figure 5, the non­
paranoid and control groups only showed small differences across word type. This was 
confirmed by follow up one-way repeated measures ANOVAs (non-paranoid group: F (3, 63) 
= .428, p = .734, t|2 = 0.020; control group, F (3, 87) = .263, p = 0.852, r |2 = .009). There was 
however, a significant main effect of Word type for the Paranoid group, (F (3, 87) = 6.751, p 
< 0.001, t|2 = 0.189). As the assumption of homogeneity of variance was violated, non- 
parametric Friedman ANOVAs were conducted and replicated these findings.
Figure 7: Interference Bias Scores by group for the Emotional Stroop Task
Emotional Stroop Task
p -  0.001
p  =  0 .007
W ord Type
 PositiVe
p  =  0.048
Physical
Social
Paranoia
0.6
0.4
0.2
- 0.2 Paranoid Non-Paranoid Control
G roup
A Bonferroni corrected one-sample t-test was used to compare interference bias scores to 
zero (no bias) for each word type for the paranoid group only. Paranoid participants showed 
a significant interference bias for paranoia relevant (t (30) = 3.74, p = 0.001), socially 
threatening (t (30) = 2.92, p = 0.007) and physically threatening words (t (30) = 2.67, p = 
0.048), but not for positive words (t (30) = .972, p = 0.339).
Bonferroni corrected post hoc pair-wise t-tests were conducted to investigate the different 
response times between word type for the Paranoid group only. Comparisons were kept to a 
minimum in order to reduce the risk of making a type II error. Investigating these differences 
by looking at the means suggested that the paranoid group had the greatest attentional 
interference (slower colour naming) for the paranoid words, however t-tests revealed no 
significant difference between paranoia relevant and socially threatening words, (t (29) = - 
1.123, p = 0.271). There was also no significant differences between socially and physically 
threatening words, (t (29) = -1.840, p = 0.076). The paranoid group however were 
significantly slower to respond to paranoia words compared to physically threatening words,
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(t (29) = - 3.048, p = 0.005), suggesting a more pronounced attentional bias for both social 
and paranoia relevant stimuli. Bonferroni-corrected Wilcoxen tests confirmed this finding.
3.4.2 Attention Probe Task
Data Preparation
In line with standard practice with this task, the data was initially examined for errors and 
outliers. Only response times from correct responses were analysed. Overall error rates 
across the three groups accounted for 3% of the data.
Outliers on the RT data were looked at for each group separately. Outliers were evenly 
distributed across the three groups, with no one participant accounting for a larger 
proportion. Therefore, all participants were retained for data analysis. In line with standard 
practice on this task, a mean reaction time was calculated for each group of participants 
separately and reaction times above 3 SD’s were removed prior to analysis. Following the 
removal of outliers, mean RT’s were re-calculated for each participant. Overall, the exclusion 
of reaction times resulted in the removal of 2% of the data (2.3% for paranoid group, 2% for 
non-paranoid group and 1.8% for the control group). The three groups did not differ 
significantly in the proportions of trials with incorrect responses (F (2, 78) = 2.949, p = 0.8) or 
outliers (F (2, 78) = .682, p = 0.508).
Selective Attentional Biases
Consistent with the design of the Attention-Probe task, and in line with previous studies, to 
assess selective attention bias (as distinct from engagement and disengagement biases, see 
below), mean reaction times for physical - neutral, social - neutral and positive -neutral trials 
were calculated. The neutral-neutral trials were not included here as they were used in the 
analysis of data in relation to the spatial orienting bias hypothesis (see below).
A mixed model repeated measures 3 x 3 x 2 x 2 AN OVA was conducted on mean reaction 
times to identify the target, with one between subjects factor, Group (paranoid, non-paranoid 
and control) and three within-subjects factors, Picture Type (Positive, Physically threatening, 
Socially threatening), Trial Type (same, different locations) and Cue Duration (SOAs: 100, 
500ms). There was a significant main effect of Trial Type, (F (1, 79) = 5.341, p = 0.023, r\2 = 
0.063), showing that targets in a different location to the emotional picture were responded to 
more quickly (715ms vs. 721ms), as well as a significant main effect of Cue Duration, (F (1, 
79) = 34.476, p < 0.001; r\2 = 0.304), indicating that all participants were faster at responding 
to targets that were presented for the longer (500ms) SOA (100ms: 733ms vs. 500ms: 
703ms). There was a single significant interaction of Group x Picture Type x Trial Type, (F (4, 
158) = 3.454, p < 0.02, r]2 = 0.080). Condition means are shown in Table 4.
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Table 4: Mean Reaction times for Group x Picture Type x Trial Type interaction
Group
Picture Type Trial Type Paranoid 
n = 30
Non-Paranoid 
n = 22
Control 
n = 30
Positive Neutral Picture Probed 
Emotion Picture Probed
730.56 (116.5) 
735.46 (116.67)
706.94 (102.36) 
731.14(104.95)
692.50 (115.43) 
698.28 (119.57)
Physical Neutral Picture Probed 
Emotion Picture Probed
735.33 (115.56) 
724.15(109.55)
714.78 (101.90) 
720.70 (91.94)
702.13(133.72) 
706.50 (124.59)
Social Neutral Picture Probed 
Emotion Picture Probed
728.98 (107.94) 
744.82 (118.34)
725.31 (87.84)
711.32 (103.67)
701.43 (122.79) 
712.79 (119.20)
The meaning of this interaction was interpreted by looking at simple main effects of group. A 
repeated measures AN OVA (Trial Type x Picture Type) was conducted for each group 
separately. The Picture Type x Trial Type interaction was significant for both the paranoid (F 
(2, 58) = 3.74, p = 0.03, i f  = 0.114), and the non-paranoid group, (F (2, 42) = 3.28, p = 
0.048, ti2 = .135), suggesting the presence of attentional biases for both clinical groups, but 
not for the control group (F (2, 58) = .344, p = 0.710).
In line with the previous literature, attentional bias index scores were then calculated by 
participant, for each picture type, as follows:
Attentional bias index = Reaction time when neutral picture probed -  Reaction 
time when emotion picture probed
Thus, a positive bias index would reflect a selective attention towards emotional cues (faster 
reaction times when probes replace emotional pictures than when they replace neutral 
pictures) and a negative bias index would reflect attentional avoidance of emotional pictures 
relative to neutral. Attentional bias scores for the two clinical groups according to the type of 
emotional cue are shown in Figure 8.
Bonferroni corrected one-sample t-tests were used to compare bias scores to zero (no bias) 
for each picture type. As shown in Figure 6, paranoid participants showed significant 
avoidance for socially threatening pictures, (t (29) = -2.242, p < 0.04), but no significant 
attentional bias for physically threatening (t (29) = 1.802, p = .082) or positive pictures (t (29) 
= -.741, p = 0.465.). Non-paranoid participants however showed significant avoidance for 
positive pictures (t (21) = -2.256, p < 0.04), but no significant attentional bias for Physically (t 
(21) = -.557, p = 0.583) or Socially threatening pictures (f (21) = 1.693, p = 0.105).
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Figure 8: Attentional Bias Index across Picture Type
Attention Bias Index fo r Clinical Groups
Physical Social Paranoiditive
-10
-15
-20
-25
-30
-35
N on-P arano id
Picture Type p = 0.04
Spatial Orienting Biases (Engagement and Disengagement)
To interpret the data according to our hypotheses about spatial orienting of attention, and to 
answer the question as to whether biased engagement or disengagement mechanisms are 
involved, Attentional Bias Index scores were calculated for both engagement and 
disengagement effects. In order to do this, we used reaction times to neutral trials as a 
baseline against which to subtract the effects of emotional cuing, through using the following 
equations:
Engagement Attentional Bias Index = Reaction time on Neutral-Neutral trials -  
Reaction time on Emotion-Neutral trials, when em otion is probed.
Therefore, a positive score indicates faster engagement of attention to emotional cues 
compared to neutral cues and negative score indicates slower engagement of attention from 
emotional cues than from neutral cues.
Disengagement Attentional Bias Index = Reaction time on Neutral-Neutral trials 
-  Reaction time on Emotion-Neutral trials, when neutra l is probed.
Therefore, a positive score indicates faster disengagement of attention to emotional cues 
compared to neutral cues and negative score indicates slower disengagement of attention 
from emotional cues than from neutral cues.
A mixed model repeated measures 3 x 2 x 3  ANOVA was conducted on these bias indices, 
with one between subjects factor, Group (paranoid, non-paranoid, control) and two within 
subject factors, Spatial Orientation (Engagement, Disengagement) x Picture Type (positive,
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socially threatening, physically threatening). No main effects reached significance (all F <1), 
however there was a significant interaction for Group x Spatial Orientation x Picture Type, (F 
(4, 158) = 3.45, p = 0.01, t i2 = 0.080).
Table 5: Mean Reaction times for Group x Spatial Orienting x Picture Type interaction
Group
Spatial
Orienting
Picture Type Paranoid 
n = 30
Non-Paranoid 
n = 22
Control 
n = 30
Engagement Physically Threatening 
Socially Threatening 
Positive
18.21 (40.78) 
-2.46(42.10) 
6.90 (37.46)
-9.28 (38.99) 
0.09 (29.40) 
-19.71 (39.22)
4.54 (35.58) 
-1.78 (34.08) 
12.74 (29.45)
Disengagement Physically Threatening 
Socially Threatening 
Positive
-2.19(43.86) 
4.16 (41.14) 
2.58 (35. 27)
0.83 (49.58) 
-9.70 (40.37) 
8.67 (45.38)
-2.51 (40.89) 
-1.81 (33.47) 
7.12(41.36)
The meaning of this interaction was interpreted by looking at each level of the factor Group. 
A repeated measures ANOVA (Spatial Orientation x Picture Type) was conducted for each 
group separately. The Picture Type x Spatial Orientation interaction was significant, for both 
the paranoid, (F (2, 58) = 3.74, p  = 0.045, r j2 = 0.199) and the non-paranoid group (F (2, 42) 
= 3.28, p = 0.04, t]2 = 0.275), but not for the control group (F (2, 58) = .344, p = 0.710), 
suggesting the presence of spatial orienting biases for the two clinical groups.
Engagement Bias
Bonferroni corrected one-sample t-tests were used to compare engagement bias index 
scores to zero (no bias) for each picture type for the two clinical groups only. As shown in 
Figure 9, paranoid participants showed significant biased engagement for physically 
threatening pictures, (t (29) = -2.45, p = 0.021), but no significant attentional engagement 
bias for socially threatening (t (29) = -3.20, p = 0.752) or positive pictures (t (29) = -.1.01, p = 
0.321.). Non-paranoid participants however showed significant avoidance for positive 
pictures (t (21) = - 2.36 p = 0.028), which appears to be driven by slower engagement to 
positive pictures, but no significant attentional bias for Physically (t (21) = -1.116, p = 0.28) or 
Socially threatening pictures (t (21) = .016, p = 0.99).
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Figure 9: Engagement Bias Index across Picture Type
Engagement Bias Index
30 p = 0.021
25
20
15
u Paranoid
-5 Physic il Bocia P ositive Non-Paranoid
-10
-15
-20
-25
-30
P ictu re  Type p  = 0 .028
Disengagement Bias
Bonferroni corrected one-sample t-tests were used to compare disengagement bias index 
scores to zero (no bias) for each picture type, again for both clinical groups. Paranoid 
participants showed no significant disengagement bias for any of the picture types (All t’s < 
2.45). The non-paranoid group also showed no significant disengagement bias for any of the 
picture types (All t ’s < 2.36).
3.4.3 Central Cueing Task
Data Preparation
In line with standard practice with this task, the data was initially examined for errors and 
outliers. Only response times from correct responses were analysed. Overall error rates 
across the three groups accounted for 3.1% of the data.
Outliers on the RT data were looked at for each group separately. Outliers were evenly
distributed across the three groups, with no one participant accounting for a larger
proportion. Therefore all participants were retained for data analysis. In line with standard 
practice on this task, a mean reaction time was calculated for each group of participants
separately and reaction times above 3 SD’s were removed prior to analysis. Following the
removal of outliers, mean RT’s were re-calculated for each participant. Overall, the exclusion 
of reaction times resulted in the removal of 2.4% of the data (3.47% for paranoid group, 2% 
for non-paranoid group and 1.8% for the control group. The three groups did not differ 
significantly in the proportions of trials with incorrect responses (F (2, 79) = .015, p = 0.985) 
or outliers (F (2, 79) = 1.846, p = 0.165).
Main Analysis
A mixed model repeated measures 3 x 3 x 2 x 4 ANOVA was conducted on mean reaction 
times to identify the target, with one between subjects factor, Group (paranoid, non-paranoid
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and control) and three within-subjects factors, Trial Type (central, valid: probe and gaze 
match, invalid: probe and gaze do not match), Cue Duration (SOAs: 100, 500ms) and 
Emotion (Angry, Fear, Happy, Neutral). There was a significant main effect of Cue Duration, 
(F (1, 78,) = 84.55, p < 0.001, r]2 = 0.520), highlighting that reaction times were faster when 
faces were presented for longer (500ms compared to 100ms) (627ms vs. 598ms). There was 
no main effect of Group (F < .7), or for Emotion (F <3).
There was one significant interaction of Trial type x Cue Duration (F (2, 156) = 3.78, p = 
0.025, r]2 = 0.046), however this was not related to the study hypotheses and is of little 
theoretical interest to the current study. The critical interaction of Group x Trial Type x Cue 
Duration X Emotion showed a non-significant trend, (F (12, 468) = 1.740, p < 0.06, y\2 = 
0.043). When this was followed up using repeated measures ANOVAs within each group, no 
significant within-group trial type x cue duration x emotion interactions or other effects were 
found.
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DISCUSSION
Selective attentional biases have been implicated in a wide range of psychological disorders. 
To date this research has primarily examined such processes within affective disorders and 
has provided important insights into the role they play in the cause and maintenance of these 
emotional disorders. In psychosis however, there has been very little equivalent research. 
Using selective attentional tasks that have previously been widely adopted within the 
affective disorder literature, this study aimed to investigate three broad research questions. 
The first was whether there are any psycho-pathologically congruent selective attentional 
biases associated with clinical paranoid psychosis. Secondly, whether these biases are for 
specific types of stimuli, thereby examining the content specificity of any attentional bias. 
Thirdly, this study aimed to assess the specific selective attentional mechanisms involved in 
any observed attentional bias, specifically whether biases in engaging or disengaging 
attention are involved. Three separate tasks, an Emotional Stroop task, an Attention-Probe 
task and a Central Cuing task were employed to investigate these research questions, using 
a variety of different stimuli, (words, pictures and faces). The findings from these tasks will 
firstly be discussed in relation to the study’s research questions and hypotheses. The 
discussion will then turn to think about the findings in relation to the broader literature, their 
clinical implications and finally thinking about limitations of the study and ideas for future 
research.
4.1 Summary of Key Findings
4.1.1 Selective Attentional Biases
The first aim of this study was to assess the presence of psychopathological congruent 
selective attentional biases associated with clinical paranoid psychosis. However given that 
both groups were from clinical populations, it was predicted that participants within both 
clinical samples would show selective attentional biases for negatively valenced material 
compared to control participants. Overall, findings from the Emotional Stroop and Attention- 
Probe tasks highlighted differential attentional processing of stimulus material across the 
three groups. Findings from the Emotional Stroop task indicated a difference in response 
times according to word type, and post hoc analysis revealed significant differences were 
only for the paranoid group. Within this group, participants showed significant selective 
attentional interference (slowed colour naming) for all negatively valenced words (physically 
threatening, socially threatening and paranoia relevant), compared to the non-paranoid or 
control groups, who did not show any significant differences in the colour naming across 
word types. These findings are suggestive of a selective attentional bias towards threat, but 
only for the paranoid group, thereby providing partial support for the above hypothesis.
Given the previously reported interpretative difficulties associated with Emotional Stroop 
tasks, this hypothesis was also assessed using the Attention-Probe Task. Overall, findings 
from this task revealed that both paranoid and non-paranoid participants showed evidence of
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selective attentional biases for emotional stimuli. Examination of the data across both 
selective and spatial orienting task conditions revealed that paranoid participants showed a 
selective attentional bias to both negative valenced pictures (social and physically 
threatening) in line with the above hypothesis. Unexpectedly however, non-paranoid 
participants showed a selective attentional avoidance bias of positive pictures.
Overall, findings from the Emotional Stroop and Attention-Probe tasks therefore provide 
convergent evidence for the existence of an attentional bias for threat within the paranoid 
group, but not the non-paranoid or control group. The hypothesis that both clinical groups 
would show a selective attentional bias towards threat is therefore partially supported.
4.1.2 Content Specificity
The second aim of this study was to examine the content specificity of any attentional bias in 
paranoid psychosis by comparing selective orienting to different types of stimuli. However 
given that both groups were from clinical populations, it was predicted that both clinical 
groups would show content specificity of attentional bias, but that their attentional bias would 
be strongest for material reflecting the greater degree of relevance to their clinical concerns. 
Broadly, the findings from both the Emotional Stroop and Attention-Probe tasks provide 
support for this hypothesis and therefore the notion that content matters. However, on closer 
inspection of these effects, there were some anomalies.
Analysis of the data from the Emotional Stroop highlighted that paranoid individuals showed 
the greatest interference (slowed colour naming) for paranoia relevant and socially 
threatening word types. The content specificity was not as strong as predicted, in that the 
paranoid and socially threatening information did not significantly differ. However 
examination of the means revealed that they were within the hypothesized direction, and 
given that social anxiety and paranoid psychosis are often associated (Freeman et al., 2008), 
these findings therefore may reflect this overlap in perceived threat to both word types. 
Alternatively, it is possible that with more sensitive stimuli and a larger sample size significant 
differences between the two word types may emerge. No differences in content specificity 
were found across word types for both the non-paranoid and control groups within the 
Emotional Stroop task.
Examination of the Attention-Probe data however revealed a more complicated picture. Here, 
when selective orientating under conditions of spatially separated competition was 
investigated, paranoid individuals responded faster to neutral cues when paired with socially 
threatening images, suggesting a pattern of selective attentional avoidance of socially 
threatening information. Such findings are consistent with the hypothesis, but also the notion 
that social threat is of particular relevance to the psychopathology of this group (Freeman et 
al., 2008). However, when content specificity for the paranoid group was assessed and 
spatial orienting effects were examined, by subtracting response times to emotional cues
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from response times to neutral-neutral trials, an attentional bias of speeded engagement to 
physical threat emerged.
Analysis of the data from non-paranoid participants similarly showed attentional avoidance, 
but to positively valenced pictures. When neutral-neutral baseline trials were used to 
calculate spatial orienting effects, this attentional bias for positive pictures was again 
apparent, but in the form of a slowed engagement bias. Overall, findings from the Emotional 
Stroop and Attention-Probe tasks broadly provide convergent evidence for the content 
specificity hypothesis, however the findings were not as strong as predicted for the paranoid 
group and therefore the hypothesis is only partially supported.
4.1.3 Spatial Orientating Biases
Finally, this study aimed to examine the specific selective attentional mechanisms involved in 
any observed selective attentional bias. Specifically, whether biases in engaging or 
disengaging of attention from threat are involved. This was assessed using the method 
adopted by Koster et al. (2004) where reaction times on trials containing threat information 
(i.e. threat and neutral picture pairs) were subtracted from response times from the neutral- 
neutral baseline trials, thereby providing an attentional bias index of both engagement and 
disengagement processes. It was hypothesized that both clinical groups would show 
evidence of attentional biases reflecting either engagement or disengagement processes, or 
both.
Using this technique to calculate engagement and disengagement attentional bias index 
scores, findings highlighted that both the paranoid and non-paranoid groups showed 
significant spatial orienting biases, thereby providing support for this hypothesis. 
Furthermore, the three-way interaction highlighted that the selective attentional effects were 
carried by an engagement bias in both clinical groups. The paranoid group showed 
significant engagement to physical threat, evidenced by faster responding to physical 
congruent (emotion probed) cue target pairs compared to neutral congruent (neutral probed) 
cue-target pairs. The non-paranoid group showed slower engagement towards positive 
stimuli, evidenced by slower responding to positive congruent (emotion probed) cue target 
pairs compared to neutral congruent (neutral probed) cue-target pairs. No evidence of biased 
disengagement was found for any stimulus type or group and control participants showed no 
attentional bias to any of the stimuli.
4.2 Biased attentional processing among paranoid participants
The finding that the paranoid group showed an attentional bias for paranoia relevant and 
socially threatening stimuli is consistent with previous reported findings. In particular, the 
Emotional Stroop task within the present study replicated previous findings reported by 
Bentall and Kaney (1989), who similarly found that paranoid patients were slower at colour 
naming words referring to delusional themes. However as previously noted, findings from the
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Emotional Stroop task only provides evidence of an interference effect (De Ruiter & 
Brosschot, 1994; Harvey et al., 2008) and is unable to provide information on the direction of 
the effects observed or confirm whether spatial selective attention is involved. When this was 
assessed within the Attention-Probe task, results revealed an attentional avoidance of 
socially threatening material. Similar findings have been reported within visual scan path 
studies, which have shown an attentional bias away from salient features of material 
signifying threat in a sample of individuals with paranoid psychosis compared to individual’s 
with non-paranoid psychosis (Green et al., 2003a). Other studies investigating facial 
recognition within paranoid psychosis have also reported that paranoid individuals, compared 
to non-paranoid patients spend less time looking at the most salient parts of faces prior to 
making decisions (Phillips & David, 1997). It has been suggested that reduced attention to, 
or bias away from threat related stimuli in paranoid individuals, may represent a coping 
mechanism in which to reduce unpleasant anxiety associated with a socially threatening 
stimulus (Green et al., 2003a). However, it may similarly be the case that individuals with 
paranoia spend less time processing information they perceive to be threatening due to 
seeking less information before reaching a decision. The most obvious example of this is the 
data gathering (probabilistic reasoning or ‘jumping to conclusions’) bias that has been 
reported widely within psychosis (e.g. Garety et al., 2005). It is however speculated that this 
tendency may also act at earlier stages of information processing, and involve attentional 
processes (Freeman et al., 2000; Garety & Hemsley, 1994). This may suggest that 
attentional avoidance and jumping to conclusions are the result of a single common 
mechanism involving reduced information gathering at all stages of cognitive processing 
leading to a correspondingly reduced and premature interpretation of information (Garety et 
al., 2005; Huq et al., 1988).
It has been acknowledged within the literature (e.g. Green et al., 2003a) that attentional 
avoidance of information prevents the further assimilation and corrective processing that 
gives an accurate cognitive representation of it. Avoidance, therefore could act to curtail 
information gathering and so therefore, if assumptions are readily made that support the 
psychopathology, then avoiding this stimuli is likely to limit the possibility that somebody 
could come to a more accurate view. As such, maladaptive assumptions and beliefs are 
thereby maintained. This view has already been proposed in relation to anxiety disorders and 
a similar pattern of avoidance to socially threatening stimuli has also been noted in some 
studies investigating attentional biases within social phobia/anxiety (Chen et al., 2002; Clark 
& Wells, 1995; Garner et al., 2006). A close association between social anxiety and paranoia 
has previously been found, with paranoia sometimes being referred to as a “type of anxious 
fear” (Freeman et al., 2008, pp.1130). It therefore seems plausible that these two disorders 
may share similar attentional processes. However, further research is needed in order to 
establish this. The current study did not measure levels of social anxiety and so it is therefore 
difficult to know to what extent the pattern of results may have been mediated by differences 
in social anxiety.
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In the current study, paranoid individuals similarly showed an attentional bias in the form of 
speeded engagement, but to physically threatening pictures when spatial orienting effects 
were examined using neutral-neutral baseline trials, from which emotional cuing was 
subtracted. Analysis of this data therefore provides quite different findings from those 
reported above. Biased attention and speeded engagement to physical threat has previously 
been found within anxiety disorders (e.g. Koster, et al., 2004; Mathew & Macleod, 1985). 
Given the complexity and high co-morbidity of other disorder traits within paranoid psychosis, 
one interpretation of the differences in these findings might be that biased attentional 
avoidance of social threat is reflective of the paranoia specific element of the 
psychopathology, whilst speeded engagement to physical threat is reflective of a more 
pervasive anxiety associated with psychosis.
Previous studies using eye-movement have found both engagement and disengagement 
biases associated with paranoid psychosis (Arguedes et al., 2004; Green et al., 2003a). 
Findings from the current study, however found that observed attentional biases were carried 
by engagement processes only. It is notable that these previous studies have used longer 
SOA durations or continuous measurement of gaze through visual scan path studies, 
compared to the current study that adopted 100ms and 500ms SOA durations. It is therefore 
possible that disengagement effects may have emerged at a later stage o f information 
processing, which was not captured within the current study. Future research may therefore 
benefit from further examining the time course of these effects to see whether this indeed is 
the case.
4.3 Biased attentional processing among non-paranoid participants
In contrast to predictions, findings showed that non-paranoid patients exhibited a selective 
attentional avoidance and slowed engagement to positive stimuli. Attentional biases away 
from positive information have previously been noted within depression (Gotlib et al., 2004a), 
so one possibility is that this pattern is reflective of higher levels of depression within this 
group. However, participants across the three groups were matched on the presence of 
depression as assessed by the MINI, and so therefore this is unlikely to be a factor 
underlying the current findings.
The two previous studies (Arguedas et al., 2006; Moritz & Laudan, 2007) that have aimed to 
investigate attentional biases within psychosis have not noted any effects for positive 
information. The first of these studies did not use positive stimuli and the second compared 
negative and positive stimuli, without including a neutral condition, so any effects o f positive 
stimuli to neutral could not be assessed. These studies were also specifically looking at 
paranoid psychosis. Whilst a number of previous studies have reported attentional biases for 
positive stimuli within the affective literature (e.g., Bradley et al., 1999; Garner et al., 2006; 
Martin et al., 1991), this pattern has not been consistently found.
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One possible speculative explanation for this finding relates to the aberrant salience 
hypothesis proposed by Kapur (2003). Coming from a biological tradition and grounded in 
the third generation of dopamine dysfunction hypotheses, aberrant salience refers to the 
neurochemical processes by which particular stimuli come to attract attention over and above 
others and the manner in which dopamine dysfunction renders these processes arbitrary or 
random in psychosis (Kapur, 2003; 2004). In psychosis it is proposed that aberrant salience 
results in normally insignificant things taking on heightened importance, which leads to usual 
perceptual experiences and ultimately delusions and hallucinations. In particular, the 
neurotransmitter dopamine is thought to underlie this tendency to misinterpret the meaning of 
external events and internal representations (Kapur, 2003; Rosier et al., 2008, Shah, 2011). 
Dopamine has similarly been shown to play an important role in reward and reinforcement, 
and that fluctuations in dopamine release may disrupt learning and stimulus-reinforcement, 
thereby creating a context in which heightened meaning is attributed to neutral or non 
threatening stimulus (Kapur, 2003; Milstein & Dorris, 2007). The non-paranoid groups within 
the current study showed a specific saliency for positive information, which may be a 
reflection of this process. However, these findings remain to be replicated in further studies, 
and in particular the reason why only positive information was salient remains to be 
explained. It is noteworthy that one of the areas that Kapur (2003) acknowledges is currently 
poorly accounted for by the aberrant salience hypothesis is that of emotional significance.
4.4 Anomalous Findings
It is notable in this data set that the pattern of orienting towards different kinds of stimuli did 
not replicate across all tasks, as might have been expected. For example, the paranoid 
group presented with an attentional avoidance of social threat when selective attentional 
effects were assessed in the Attention-Probe task, but not when spatial orienting effects were 
calculated. Similarly this group showed speeded engagement for physical threat, but no 
corresponding effect within the main Attention-Probe task. It is therefore not clear the extent 
to which these tasks are measuring the same phenomena. The current study adopted a 
technique proposed by Koster et al. (2004) to measure spatial attentional effects, by 
subtracting emotional cuing from response times to neutral-neutral baseline trials, which was 
suggested to reflect the same processes as the selective attentional task condition. This 
however may not be the case.
Calculating engagement and disengagement in this way has been criticized on the grounds 
that this does not take into account a potential response slowing effect to threat information 
to which psychopathology groups are noted to be prone (Mogg et al., 2008). It is argued that 
processing is usually slower and more prone to errors in the presence of emotionally 
negative information (e.g. Pereira, 2006) and that psychopathology groups have been found 
to show similar interference effects but to a greater degree than controls (e.g. Yiend & 
Mathews, 2001). As such, if the psychopathology group is significantly slowed on all trials 
involving negative cues, then this slowing effect may artificially enhance disengagement and
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reduce engagement effects respectively (Yiend, 2010). However, this problem has been 
addressed and possible solutions offered. Yiend (2010) firstly points out that not all studies 
find these generic interference group differences. Secondly, if this problem occurs, it is 
possible to treat the interference and spatial attentional effects as additive (see also Mogg et 
al. 2008) and to control for the former by subtraction. It is however noteworthy that in the 
current data set, that the Group x Emotion interaction (which would reflect this contaminating 
interference effect) was not present. Thus in line with Yiend’s (2010) first point above, the 
conclusions regarding engagement and disengagement effects are not compromised by this 
problem. It remains important however, that other tasks that are methodologically different 
but conceptually similar are used to further clarify the different findings across tasks within 
the current study, and to further explore the spatial attentional components within paranoid 
psychosis.
The current study aimed to further investigate these processes through the use of a Central 
Cuing task, however findings from this task were non-significant. This task used eye gaze to 
cue attention to a location in space, in which a probe subsequently appeared (congruent 
presentation) or in the opposite location (incongruent presentation). It is notable from the 
analysis of the data, that there was no main effect of Trial Type, suggesting that cuing was 
not effective at orienting attention, which is likely to account for the non-significant findings. 
This task has only been used twice previously within the published literature (e.g. Fox et al., 
2007; Holmes et al., 2006), and therefore whilst effective at orienting attention within these 
studies, it is possible that this is more reflective of a publication bias and that the task may 
not be particular sensitive or reliable at attentional cuing per se.
However, another potential reason for not having found a Trial Type main effect within the 
clinical groups may be due to the task design. This task used emotional faces and eye gaze 
to orient attention, however previous studies that have used visual scanning have highlighted 
that individuals with psychosis tend to focus on non-essential areas of faces (e.g. Phillips & 
David, 1997), and in particular avoid looking at eyes (Green et al., 2005) which was critical 
for cuing to work within the current task. This therefore may account for the current findings. 
Given this problem, this task therefore may not be sensitive for measuring selective 
attentional effects with individuals with psychosis. A number of other tasks have been used 
to measure engagement and disengagement processes, such as the Visual Search task. It 
will important to assess whether the current findings replicate with these different tasks.
4.5 Limitations
Certain limitations require acknowledgement when interpreting the results of the present 
study. For clarity, these issues will be outlined under the following sections:
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4.5.1 Sample size
Whilst the sample size obtained approached the numbers calculated for suitable power to be 
achieved, the study was slightly underpowered. With larger numbers of participants in each 
group, significant effects could have been observed, that were not observed, particularly with 
regard to the Central Cuing task, where results were not significant. Nonetheless, the current 
sample numbers were sufficient to provide significant differences across participant groups in 
the other tasks, and so null findings in the Central Cuing task, may have been a result of a 
number of different factors not related to sample size.
4.5.2 Generalisability o f Findings
This study is cross-sectional in design and is one of a small number of studies that have 
investigated biased selective attentional processing in psychosis. While the originality of this 
study is a strength, it also means that caution must be taken when generalizing the results to 
the broader psychosis field. It will be important for these findings to be replicated in new 
samples of these populations and using methodologically different tasks that are 
conceptually similar to provide convergent evidence of the effects found here. It is also 
important to note that the current findings provide evidence of associations and therefore 
cannot currently speak to the issue of causality. Whilst cognitive biases have previously been 
found to play a causal role in the parallel affective disorder literature (Koster et al., 2009), 
further studies are needed in order to establish this in relation to paranoid psychosis.
Limitations associated with the use of experimental tasks within laboratory settings similarly 
require consideration. Whilst laboratory studies allow for tightly controlled variables to be 
measured, thereby providing more confidence that findings are not an artefact of a person’s 
environment, they lack ecological validity (e.g. Thorpe & Salkovskis, 1998). The current study 
aimed to address this issue as much as possible by including a variety of different stimuli 
such as pictures and faces, which have been noted to be more naturalistic compared to the 
use of words. However, it is difficult to say with certainty whether findings would replicate to 
real life situations. It therefore will be important for further studies using different 
methodologies to test this study’s hypotheses.
4.5.3 Comorbidity
Although the MINI interview was used to assess and confirm the presence of a number of 
diagnostic categories, another limitation of the current study is that it did not include a 
measure of social anxiety. Given that paranoia and social anxiety have previously been 
shown to share many of the same predictive factors (Freeman et al., 2008), investigating 
whether levels of social anxiety meditate these attentional biases to threat related stimuli 
would be an important future step. An improvement of the current design might be to address 
similar research questions of the current study, but by comparing a paranoid psychosis group 
with a social anxiety group, or two paranoid psychosis groups who differ in their levels of 
social anxiety.
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4.5.4 Stimulus Selection
The stimuli employed within this study varied across each task, with the use of words, 
pictures, and faces. Whilst this enabled selective attentional processing to be assessed 
across different stimuli, it is difficult to know to what extent the current findings may have 
been a function of materials effects. Using the same materials across different tasks would 
allow for stronger inferences to be made regarding the study findings and will be an 
important future consideration.
4.5.5 Methodological Issues
Despite being widely adopted to investigate attentional biases, the use of visual probe tasks 
have received some criticisms. One limitation that has been made against them is that they 
only provide a snapshot picture of attentional biases (Garner et al., 2006; Mogg et al., 2000). 
For example, most studies, unless investigating the time course of attentional effects, use 
only one SOA duration, which is typically 500ms (e.g., Bradley et al., 1997; Broadbent & 
Broadbent, 1988; MacLeod & Mathews, 1988). It has been argued this does not provide 
adequate information to investigate different attentional mechanisms or orientating and 
maintenance of attention and that a number of shifts in attention may occur between neutral 
and threat information within 500ms, and therefore bias measures may not reflect the 
direction of initial orienting (Mogg et al., 1994). In a bid to interpret our findings, the current 
study, although not specifically aiming to investigate time course effects, used two SOA 
durations (100ms and 500ms). This still however only provided two opportunities to 
investigate these processes, and was not found to helpful in interpreting the results of the 
current study, as no differences were found between the two. Eye movement studies have 
been more recently used in a bid to provide a more continuous measure of attentional 
processes. Whilst it has been argued previously that both the visual probe tasks and eye 
movement measurements measure different types of attention (overt and covert), using them 
together may provide greater insights into both overt and covert attentional processes.
4.6 Clinical Implications
Another important issue involves the extent to which the current findings generalize to clinical 
practice and the treatment of paranoid psychosis. The findings from the current study are 
important not just for theoretical views on processing of information, but also for 
understanding paranoia within a clinical context. It is important to note however, that the 
findings of the current study present only one of a small number of factors than can inform 
clinical practice. Caution also needs to be taken not to draw premature conclusions about 
how best to apply the findings presented here within a therapeutic context, without replication 
from further studies. However, if the results of the current study were replicated and found to 
be robust, then they could provide valuable insights into treatments that aim to address such 
cognitive biases. A few relevant examples are provided below in order to illustrate the 
potential translational benefits.
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For example, the current study found an attentional avoidance for socially threatening 
information and speeded attentional engagement for physical threat information associated 
with paranoid psychosis. As previously mentioned, attentional avoidance of information 
prevents the reappraisal of feared stimuli when they are not in fact dangerous (Green et al., 
2003b; Harvey et al., 2008). Therefore, if convergent evidence from future studies confirmed 
that avoidance of socially threatening information was an important maintaining factor for 
paranoid beliefs, then this might suggest that a focus within therapy could be on preventing 
avoidance or encouraging engagement of feared stimuli so as to enable corrective 
processing. Similarly, if paranoid psychosis were found to also be characterised by an 
attentional bias for physically threatening stimuli, this would suggest that detection and 
evaluation processes are implicated, and as such, a focus in therapy may be on reducing an 
individual’s sensitivity to perceived environmental threat.
Challenging and changing maladaptive cognitions is already an important treatment focus 
within cognitive therapy for many different clinical disorders, including psychosis. In 
particular, research investigating treatment effects have found that attentional biases 
associated with clinical disorders are reduced following successful cognitive therapy. Positive 
results have been reported for GAD (e.g. Mathews et al., 1995; Mogg et al., 1995), social 
phobia (e.g. Mattia et al., 1993), specific phobia (e.g. Watts et al., 1986) and OCD (Foa & 
McNally, 1986). However, the precise mechanisms in which these changes occur is still 
unclear (Harvey et al., 2008). Therefore undertaking basic research into the cognitive 
mechanisms that maintain these biases will allow them to be better targeted within treatment.
Recent research has also focused on applying our understandings of cognitive biases to new 
experimental computerized cognitive training techniques (Cognitive Bias Modification: CBM) 
(Grey & Mathew, 2000; MacLeod et al., 2002, Mathews & MacLeod, 2002; Koster et al., 
2009). The CBM paradigm seeks to modify attentional (or interpretative) processing in an 
attempt to improve psychopathology and reduce vulnerability, through manipulating 
allocation of cognitive resources. For example, using a modified version of the Attention- 
Probe task, Schmidt et al., (2009) presented individuals with Social Anxiety Disorder with 
social threat and neutral face pairs, but programmed the probe to replace the neutral face in 
80% of the presentations. Results showed a significant reduction in social anxiety and trait 
anxiety compared to patients in the control condition. CBM has also been widely researched 
in relation to other affective disorders, with positive effects being noted in some cases 
following just one session (Bar-Haim, 2010; Brosan et al., 2011; Koster et al., 2009). Gaining 
a greater understanding of the biased attentional processes associated with paranoid 
psychosis could eventually lead onto the same kind of applications.
4.7 Future Research
The findings of the current study represent one of a small number of studies that have 
investigated attentional processing within paranoid psychosis. It will therefore be important
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that further research is conducted in order to assess whether these findings replicate and are 
robust. Using different experimental tasks that also measure engagement and 
disengagement processes will be important given the different findings noted within the 
current study, particularly between selective and spatial orienting conditions on the Attention- 
Probe task. The Visual Search task has been used widely to assess biased engagement to 
different stimuli (e.g., Yiend, 2010) and may provide a good starting point. Similarly, future 
studies may benefit from further development of stimulus materials, ensuring that they 
represent distinct sets, but also in applying the same stimulus across tasks, thereby reducing 
the impact of materials effect and increasing the strength of inferences that can be made 
from the data. Given the close association between paranoia and social anxiety, it would also 
be interesting for future research to compare selective attentional processing between 
individuals with paranoid psychosis and individuals with social anxiety, or between two 
groups of individuals with paranoid psychosis that differ in their levels of social anxiety.
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CONCLUSIONS
The present study provides one of the first attempts to investigate attentional processes in 
paranoid psychosis with the specific aim of delineating the more specific components of 
selective attention implicated in biased processes. In summary, the present study found a 
selective attentional avoidance bias for socially threatening stimuli and an engagement to 
physical threat bias for individuals with paranoid psychosis. Non-paranoid participants 
however showed an attentional avoidance and slowed engagement bias for positive stimuli. 
However, further research is needed in order to establish if these findings are robust, using 
different tasks that will allow specific attentional mechanisms to be investigated. Gaining a 
greater understanding of these processes will enable more effective treatments to be 
developed for individuals with this psychopathology. This study has however provided 
evidence of qualitative differences in attentional biases between the two types of psychoses 
and potentially important differences in the content of material upon which these biases act. 
As such, it provides good support and highlights the importance of looking at specific 
attention effects within different types of psychoses.
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APPENDIX 1: Definition and Diagnostic Criteria of Schizophrenia and Paranoid 
Schizophrenia as defined by the IC D -10 (World Health Organisation, 1992).
Definition of Schizophrenia (F20)
“ The schizophrenic disorders are characterized in general by fundamental and characteristic 
distortions of thinking and perception, and affects that are inappropriate or blunted. Clear 
consciousness and intellectual capacity are usually maintained although certain cognitive deficits may 
evolve in the course of time. The most important psychopathological phenomena include thought echo; 
thought insertion or withdrawal; thought broadcasting; delusional perception and delusions of control; 
influence or passivity; hallucinatory voices commenting or discussing the patient in the third person; 
thought disorders and negative symptoms.
The course of schizophrenic disorders can be either continuous, or episodic with progressive or stable 
deficit, or there can be one or more episodes with complete or incomplete remission. The diagnosis of 
schizophrenia should not be made in the presence of extensive depressive or manic symptoms unless 
it is clear that schizophrenic symptoms antedate the affective disturbance. Nor should schizophrenia be 
diagnosed in the presence of overt brain disease or during states of drug intoxication or withdrawal".
Diagnostic Criteria
“The normal requirement for a diagnosis of schizophrenia is that a minimum of one very clear symptom 
(and usually two or more if less clear-cut) belonging to any one of the groups listed as (a) to (d) below, 
or symptoms from at least two of the groups referred to as (e) to (h), should have been clearly present 
for most of the time during a period of 1 month or more.
Symptom (i) in the list below applies only to the diagnosis of Simple Schizophrenia (F20.6), and a 
duration of at least one year is required.
(a) Thought echo, thought insertion or withdrawal, and thought broadcasting;
(b) Delusions of control, influence, or passivity, clearly referred to body or limb movements or specific 
thoughts, actions, or sensations; delusional perception;
(c) Hallucinatory voices giving a running commentary on the patient's behaviour, or discussing the 
patient among themselves, or other types of hallucinatory voices coming from some part of the body;
(d) Persistent delusions of other kinds that are culturally inappropriate and completely impossible, such 
as religious or political identity, or superhuman powers and abilities (e.g. being able to control the 
weather, or being in communication with aliens from another world;
(e) Persistent hallucinations in any modality, when accompanied either by fleeting or half-formed 
delusions without clear affective content, or by persistent over-valued ideas, or when occurring every 
dav for weeks or months on end:
(f) Breaks or interpolations in the train of thought, resulting in incoherence or irrelevant 
speech, or neologisms;
(g) Catatonic behaviour, such as excitement, posturing, or waxy flexibility, negativism, mutism, and 
stupor;
(h) "Negative" symptoms such as marked apathy, paucity of speech, and blunting or incongruity of 
emotional responses, usually resulting in social withdrawal and lowering of social performance; it must 
be clear that these are not due to depression or to neuroleptic medication;
(i) A significant and consistent change in the overall quality of some aspects of personal behaviour, 
manifest as loss of interest, aimlessness, idleness, a self-absorbed attitude, and social withdrawal.”
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Definition of Paranoid Schizophrenia (F20.0)
“Paranoid schizophrenia is dominated by relatively stable, often paranoid delusions, usually 
accomoaniea bv haiiucinaiions. oamcuiariv or me auditor/ variety, and perceptual disturbances. 
Disturbances of affect, volition and soeech. and catatonic svmotoms. are either absent or relatively
Diagnostic Criteria
‘The qeneral criteria for a diagnosis of schizophrenia (i.e. F20) must be satisfied. In addition, hallucinations 
and/or delusions must be prominent, and disturbances of affect, volition and speech, and catatonic 
symptoms must be relatively inconspicuous. The hallucinations will usually be of the kind described in (b) 
and (c) beiow. Delusions can be of almost any kind but delusions of control, influence, or passivity, and 
persecutory beliefs of various kinds are the most characteristic.
(a) Delusions of persecution, reference, exalted birth, special mission, bodily change, or jealousy;
(b) Hallucinatory voices that threaten the patient or give commands, or auditory hallucinations without 
veroai torm, sucn as wnismng, nummmg, or iaugning;
(c) Hallucinations of smell or taste, or of sexual or other bodily sensations; visual hallucinations may occur 
but are rarely predominant.
Thought disorder may be obvious in acute states, but if so, it does not prevent the typical delusions or 
hallucinations from being described clearly. Affect is usually less blunted than in other varieties of 
schizophrenia, but a minor degree of incongruity is common, as are mood disturbances such as irritability, 
sudden anger, fearfulness, and suspicion. "Negative" symptoms such as blunting of affect and impaired 
volition are often present but do not dominate the clinical picture.”
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APPENDIX 2: Initial Letter from Surrey NHS Research Ethics Committee
National Research Ethics Service
Surrey Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone: 01483 406898 
Facsimile:
1d .liins 9010
D ear Miss Prendergast
Study Title: Individual differences in attention and suspiciousness
REC reference number: 10/H1109/41
The Research Ethics Committee reviewed the above application at the meeting held on 8 
June 2010. Thank you for attending to discuss the study.
Documents reviewed
The documents reviewed at the meeting were:
Document Version Date
REC application 2.5 20 May 2010
Protocol 21 May 2010
Investigator CV 21 May 2010
Participant Information Sheet: Patients 1 21 May 2010
Participant Information Sheet: Controls 1 21 May 2010
Participant Consent Form: Patients 1 21 May 2010
Participant Consent Form: Controls 1 21 May 2010
Evidence of insurance or indemnity 08 July 2009
Questionnaire: SCI-PANSS & M.I.N.I.
Advertisement 1 21 May 2010
Supervisor CV - Dr Susan Thorpe 21 May 2010
Peer Review 11 March 2010
Provisional opinion
Issues discussed:
i. The Committee were concerned that the study was involving a very vulnerable 
group of people and any potential problems would be dealt with effectively, 
taking into consideration the potential safety issues at the University site.
This Research Ethics Committee is an advisory committee to  South East Coast Strategic Health Authority  
The National Research Ethics Service (NRES) represents the NRES Directorate w ithin  
the National Patient Safety Agency and Research Ethics Committees in England
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10/H1109/41
You explained that there were two sites, one would be the Institute of 
Psychology and the other, a lab room in the Psychology Department of the 
University. Members pointed out that "calling the Police’ was mentioned in the 
event of a problem and were concerned that participants with that level of risk 
would be on the University site. You pointed out that only those participants who 
were well controlled with medication would attend, not participants with 
psychosis, plus that situation was not anticipated.
ii. Members questioned how the tests would be managed as the interviews were 
lengthy and it had been mentioned that two sessions would be used if there was 
insufficient time. You explained that all the tasks should be achieved within the 
given time but the process had not yet been tested
iii. The Committee asked how the interviews would be conducted. You explained 
that they would be on a one to one basis based on individual needs as 
discussed with the Consultant.
iv. Members pointed out that the advertisement stated "paid experiment’ which was 
misleading. It was suggested that ‘with expenses covered’ would be more 
appropriate wording. You agreed to the revision.
The Committee would be content to give a favourable ethical opinion of the research, 
subject to receiving a complete response to the request for further information set out 
below.
The Committee delegated authority to confirm its final opinion on the application to the 
Chair.
Further in form ation o r  c larification required
i. The Committee requests that a pilot of the interview process is carried out in 
order to illustrate the exact timing of the interviews and the results are advised.
ii. The advertisement needs to be revised by replacing ‘paid experiment’ with the 
wording ‘with expenses covered’.
W hen submitting your response to the Committee, please send revised documentation 
where appropriate underlining or otherwise highlighting the changes you have m ade and 
giving revised version numbers and dates.
If the committee has asked for clarification or changes to any answers given in the 
application form, please do not submit a revised copy of the application form; these can be 
addressed in a covering letter to the REC.
The Committee will confirm the final ethical opinion within a maximum of 60  days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to 
the above points. A  response should be submitted by no later than 07 October 2010.
M em bership o f the  C om m ittee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
S tatem ent o f com pliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
An advisory committee to South East Coast Strategic Health Authority
Page 2
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10/H1109/41 PageS
10/H1109/41 Please quote this number on all correspondence
Yours sincerely
f t
0  Prof David Russell-Jones 
Chair
Email: rsc-tr.ethicscommittee@nhs.net
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments.
Copy to:
An advisory committee to South East Coast Strategic Health Authority
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APPENDIX 3: Final Approval Letter from Surrey NHS Research Ethics
Committee
National Research Ethics Service
Surrey Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone: 01483 406898 
Facsimile:
06 July 2010
D ear Miss Prendergast
S tud y Title: Individual d ifferences in attention and suspiciousness
REC reference num ber: 10 /H 1109/41
P rotocol num ber: N /A
Thank you for your letter of 25 June 2010, responding to the Committee’s request for further 
information on the above research.
The further information has been considered on behalf of the Committee by the Chair. 
C onfirm ation o f ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
revised documents, subject to the conditions specified below.
Ethical review  o f research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the N HS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion” below).
C onditions o f th e  favourab le  opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, m anagement permission for research (“R&D approval") should 
be obtained from the relevant care organisation(s) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk.
This Research Ethics Committee is an advisory committee to  South East Coast Strategic Health Authority  
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponsors are not required to notify the Committee of approvals from host organisations.
It is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Covering Letter 25 June 2010
Advertisement 2 21 June 2010
Response to Request for Further Information 25 June 2010
Participant Information Sheet: Patients 2 21 June 2010
Participant Information Sheet: Controls 2 21 June 2010
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
•  Notifying substantial amendments
•  Adding new sites and investigators
•  Progress and safety reports
•  Notifying the end of the study
The NR ES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
W e would also like to inform you that w e consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referenceqroup@nres.npsa.nhs.uk.
An advisory committee to South East Coast Strategic Health Authority
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110/H1109/41 Please quote this number on all correspondence |
Yours sincerely
Prof David L Russell-Jones 
Chair
Email: rsc-tr.ethicscommittee@nhs.net
Enclosures: “After ethical review -  guidance for researchers”
Copy to:
V\
An advisory committee to South East Coast Strategic Health Authority
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APPENDIX 4: Approval Letter from the FANS Ethics Committee (University of
Surrey)
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Jacinta Prendergast 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
27 July 2010
Dear Jacinta
-T  UNIVERSITY OF
Xu, SURREY
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
vwAVJurrey.ac.uk
Reference: 486-PSY-10 (NHS Approved)
Title of Project: Individual Difference in Attention and Suspiciousness.
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
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Chair’s Action
Faculty of Arts and Human Sciences
Ethics Committee
Ref:
Name of Student: 
Title of Project
Supervisor:
Date of submission:
486-PSY-10
JACINTA PRENDERGAST
Ind iv idua l D ifference in A tten tion  and 
Suspic iousness.
Dr Sue Thorpe
21st Ju ly  2010
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed: i> oLuC
Djf Adrian Coy te '  
Chair
Dated: 2 7 ^  J u ly  2.010
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A P P tN u lX  d: NHS R&D ADoroval Letter
t
26 July 2010
D e a r Jacinta
Re: Individual differences in attention and suspiciousness
REC: 10/H1109/41 
SABP: 111
T h a n k  you fo r subm itting all th e  required docum entation relating to  th e  ab o ve  study for 
Trus t R & D  approval.
It is noted that, fo r this project your field supervisor is A m a n d a  E diriw eera  and your  
a c ad e m ic  supervisor is D r S u e  T h orpe . It is fu rther noted th a t th e  study has Ethics  
approva l from  N R E S  S urrey  R ese arch  Ethics C o m m ittee  R ef. 1 0 /h 1 109 /41  d a ted  0 6  July  
2010.
Responsibilities:
It is th e  responsibility o f th e  ch ie f investigator to  en su re  th at th e  study is carried ou t in 
ac co rd a n ce  w ith th e  protocol and  th e  R esearch  Ethics C om m ittee  approval. A m end m en ts , 
including extending th e project to o th er T rus t directorates o r sites, m ay  require fu rther  
approva l. A ll am en dm ents  m ust b e  subm itted to  th e  Trus t R & D  Office.
M ulti-sited projects m ust obtain se p a ra te  approval from  th e  organizations w h ere  th ey  w ish  
to  u n d e rta ke  this research.
T h e  project m ust b e  com pleted within th e  tim esca le  a s  s se t ou t in th e  Ethics application. If 
th e  project continues ou t o f th e  tim esca le  ag re ed , n e w  p e rm is s io n ^  m ust b e  sought and  
obtained .
T h e  ch ie f investigator is to  com ply w ith th e  T rus t m onitoring arran g em en ts  by subm itting a  
q u arterly  report, all publications relating to  th e  study, and  a  final report fo r this project to  
th e  T ru s t’s R & D  O ffice. A  te m p la te  o f th e  quarterly  report will be  em ailed  to  you today.
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Ail parties to familiarise themselves and comply with Trust R&D policies and procedures, available
T ^ T Î2 r6 rT Q rTJO Tnp!3rV7TîTTSnyX)V'in,5'"<3UOV"ti""'it"iiGyiTîï3tlfifl'''$n™V,/ lï f IÜ flS W 3 ! U T " T T O 2 T " S p p T U V c 2 T .  —
Please do not hesitate to contact me if you v/ish to discuss any aspect of this approval.
I wish you well with your study.
Yours truly i
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APPENDIX 6: NHS R&D Approval Letter
Major Research Project
15 S ep tem b er 2 0 1 0
D e a r D rY ie n d
Trust Approval: R&D2010/083 Individual differences in attention and 
suspiciousness
I am  writing to confirm  approval fo r th e  ab ove  research project a t S outh  
London and M auds ley  N H S  Foundation Trust. Th is approval re lates to w o rk  in 
the Psychosis Clin ical A cad em ic  G roup and to the  specific protocol and  
inform ed co nsent procedures described in your R & D  Form . A ny deviation from  
this docum ent will be d e em ed  to invalidate this approval. Y o u r approval 
num ber has been  quoted ab ove  and should be used a t all tim es w h en  
contacting this office about this project.
A m end m en ts , including extending to other Trus t d irectorates will require fu rther 
approval from  this T rust and w h ere  appropria te the re levant R esearch  Ethics  
C om m ittee . A m en d m en ts  should be subm itted to this R & D  O ffice by  
com pletion o f an  R & D  A m e n d m en t form  to gether with an y supporting  
docum ents. A  copy o f this is attached but is a lso availab le  on th e  R & D  O ffice  
w ebsite . j
(h ttp://adm i __________/rand d /d ow n loads/R D  A pproval A m end m en t Form :
doc)
I note th at the  U niversity o f S urrey  will be taking on th e  role o f S ponsor for this 
study.
A pproval is provided on the  basis that you ag re e  to ad h ere  to th e  D ep artm e n t 
o f H ea lth ’s R esearch  G o vernan ce  requirem ents including:
•  E thical approval m ust be  in place prior to th e  co m m en cem ent o f this 
project.
•  A s C h ie f Investigator an d /o r Principal Investigator fo r this study you h a ve  
fam iliarised yo urself w ith, and accep t the responsibilities co m m en surate  
with this position, as outlined in the  R esearch  G o vern an ce  F ram ew o rk
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•  (h ttp://w w w .dh.qov.uk/prod consum  dh/qroups/dh d iq ita lass e ts /@ d h /@ en / 
docum ents/d iq ita lasset/dh 4 1 2 2 4 2 7 .p d f).
•  C om pliance with all policies and procedures o f th e  Trus t which relate  to 
research, and with all re levant requirem ents o f the  R esearch  G o vern an ce  
Fram ew ork . In particular the  Trust Confidentiality Policy.
£ idd/dow nloads/C onfidentialitv Policy 0 8 0 2 1 9 .
E . . . , . , J
•  C o-opera ting  w ith the  T rust R & D  O ffice ’s regu lar m onitoring and auditing o f 
all ap proved research  projects as  required by the  research go vernance  
fram ew ork, including com plying with ad  hoc requests for infomnation.
•  Inform ing th e  T ru s t’s H ealth  and S afe ty  C oord inators an d /o r th e  C om pla ints  
D ep artm en t or o f an y ad verse events  o r com plaints, from  participants  
recruited from  within this Trust, which occurs in relation to this study in line 
with T rus t policies. C on tact details a re  availab le  from  th e R & D  O ffice if 
required.
•  Send ing  a copy o f an y reports or publications which result from  this study to 
the T ru s t D ep artm ents  involved in the study if requested .
•  H onorary C ontracts m ust be  in p lace prior to patien t contact for all re levan t 
m em b ers o f th e  research te am . A dvice on this will b e  provided by th e  R & D  
O ffice a t th e  point o f obtaining R & D  approva l and on an  ongoing basis for 
n ew  m em b ers  o f s ta ff jo ining the research team .
•  Send ing  a copy o f the annual reports and end o f project notification 
subm itted to ethics.
Failure to ab ide  by th e  ab o ve  requirem ents m ay  result in the  w ithdraw al o f the
T rust’s approval fo r this research.
If you w ish to discuss an y aspect o f this research approval with th e  R & D
Office, p lease  contact * ' " ' ' i  th e  first
instance. ____________ ____________________  |
I wish you every  success with this study.
Y ours sincerely
A a
Enc. R & D  A pproval A m e n d m en t Form
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APPENDIX 7: Cardiff Anomalous Perception Scale
UNIVERSITY Oh
i f  iiVCS Institute of # #  C l I D D p y
iV c M m  Psychiatry -L9 O U iX iX r :  I
LONDON
atlheltotstey
Questionnaire 1
This questionnaire asks questions about sensations and perceptions you m ay have  
experienced . S o m e of th e  ex perien ces are  unusual, som e o f them  are  m ore everyday. 
W e  realise circling answ ers m ay not a lw ays represent your experien ce  as accurate ly  
as you m ight like. H ow ever, w e  would ask you to circle the answ ers  that m ost closely  
m atch your experien ce  and avoid m issing an y questions out. Please read each 
question and circle either YES or NO.
W e  w ould apprec ia te  it if you could b e  as honest as possible w h en  giving your 
answ ers.
The only experiences we are not interested in are those that may have occurred whilst 
under the influence of drugs.
1. D o  you ev er notice that sounds a re  m uch louder than they  
norm ally would be?
2. Do you ev er sense  th e  p resence of another being, despite  being  
unab le to se e  any ev idence?
3. Do you ever hear your ow n thoughts repeated  or echoed?
4. Do you ever see  shapes, lights or colours even though th ere  is 
nothing really th ere?
5. Do you ever experien ce  unusual burning sensations or other  
stran ge feelings in or on your body?
6. Do you ever h e ar no ises or sounds w hen th ere  is nothing about 
to explain th em ?
7. Do you ever hear your ow n thoughts spoken aloud in your head, 
so that so m eone near m ight be ab le  to  hear them ?
8. D o you ever de tect sm ells which d o n ’t seem  to co m e from  your 
surroundings?
9. Do you ev er h a ve  the  sensation th at your body, or a  part o f it, is 
changing or h as  ch ang ed sh ape?
10. D o you ever h a ve  th e  sensation that your lim bs m ight not be  
your ow n or m ight not be  properly connected to your body?
11. D o you ever h e ar vo ices com m enting on w h at you are  thinking  
or do ing?
12. D o you ev er fee l that so m eone is touching you, but w hen you  
look nobody is th ere
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
Participant number: 
Date:
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13. D o  you e v e r h e a r vo ices saying w o rd s or sen tences  w h en  th ere  
is no -one around that m ight account fo r it? Y E S N O
14. D o  you e v e r ex p erien ce  unexp la ined  ta s tes  in your m outh? Y E S N O
15. D o you ev er find that sensations happ en  ail a t on ce and flood 
you with inform ation? Y E S N O
16. D o  you e v e r find th at sounds a re  distorted in s trange o r unusual 
w ay s? Y E S N O
17, Do you ev er ha ve  difficulty distinguishing on e  sensation from  
another? Y E S N O
18. D o you e v e r sm ell ev ery d ay  odours and th ink th a t th ey  are  
unusually strong? Y E S N O
19. D o you e v e r find th e  ap p ea ra n ce  of th ings or peop le  se e m s  to  
ch an g e  in a  puzzling w ay , e.g . distorted sh ap e s  or s izes or 
colour?
Y E S N O
20 . D o you e v e r find th at your skin is m ore sensitive to  touch, heat 
o r cold than usual? Y E S
N O
21 . D o you e v e r th ink that food or drink ta s te s  m uch stronger than it 
norm ally w ould? Y E S
N O
22 . D o you e v e r look in th e  m irror an d  th ink that your fa c e  s e em s  
different from  usual? Y E S N O
23. D o you e v e r h a ve  days w h e re  lights or colours seem  brighter or 
m ore in tense th an  usual? Y E S N O
24 . D o you ev er h a ve  the  feeling that of being uplifted, a s  if driving  
o r rolling o v er a  road w h ile  sitting quietly? Y E S N O
25. D o you e v e r find th at com m on sm ells  som etim es seem  
unusually different? Y E S N O
26. D o  you e v e r think th at ev ery d ay  th ings look abnorm al to  you? Y E S N O
27. D o  you e v e r find that your exp erien ce  of tim e  ch ang es  
dram atically? Y E S
N O
28. H a v e  you e v e r heard  tw o or m ore unexp lained  vo ices talking  
with each  other? Y E S N O
29. D o you e v e r notice sm ells o r odours that p eop le  next to you  
seem  un aw are  of? Y E S
N O
3 0 . D o you ev er notice th at food or drink se em s to  have an  unusual 
taste? Y E S N O
31 . D o you ev er s e e  things that o ther peop le cannot? Y E S N O
32 . D o you e v e r h e a r sounds or m usic that peop le  n e a r you don't 
hear? Y E S N O
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A rH E N ü iX  d: hemastem & vanabie raranoia  5>caie
L i f S (  ix Institute of 
LONDON PSyChiatry
Itewrstyeflowte, ATklbudsWy
Questionnaire 2
UNIVERSITY OF
S U R R E Y
Participant number: 
Date:
Please circle how much you agree or disagree with the following statements
1. S o m eo n e has it in for m e.
2 I som etim es fee l as  if I’m being fo llow ed.
3. I be lieve that I h a ve  often b een  punished without cause.
4. S om e peop le have tried to steal m y ideas an d  take credit 
fo r them .
5. M y  parents and fam ily find m ore fault with m e than they  
should. 3
6. No one really cares m uch about w h at happens to you.
7. I am  sure I ge t a  raw  deal from life.
8. M ost peop le  will use so m ew hat unfair m ean s  to  gain profit 
or an  advan tag e, rather than lose it.
9. I often w o nder w hat h idden reason an oth er person m ay  
ha ve  for doing som ething nice fo r you
10. It is sa fer to trust no one.
11.1 have often fe lt that strangers w e re  looking at m e critically.
3 4 5
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12. Most people make friends because friends are likely to be 
useful to them.
13. Someone has been trying to influence my mind.
14. I am sure I have been talked about behind my back.
15. Most people inwardly dislike putting themselves out to 
help other people.
16. I tend to be on my guard with people who are somewhat 
more friendly than I expected.
17. People have said insulting and unkind things about me.
18. People often disappoint me. 2 3
19. I am bothered by people outside, in cars, in stores, etc. 
watching me 2  3
20. I have often found people jealous of my good ideas just 
Because they had not thought of them first. 1 2 3 4 5
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âkPEN iuix 9: ureen Karanosa ! n o u a n t S ca le
Institute of 
IX  ï Psychiatry
LONDON
Omnerâly of lendoo *
Questionnaire 4
UNIVERSITY OF
S U R R E Y
Participant number: 
Date:
Please read each of the statements carefully.
They refer to thoughts and feelings you may have had about others over the last month. 
Think about the last month and indicate the extent of these feelings from 1 (Not at all) to 5 
(Totally). Please complete both Part A and Part B.
(N B Please do not rate items according to any experiences you may have had under the 
influence of drugs.)
Part A.
1. I spent time thinking about friends gossiping about me
2. I often heard people referring to me
3. I have been upset by friends and colleagues 
judging me critically
4. People definitely laughed at me behind my back
5. I have been thinking a lot about people avoiding me
6. People have been dropping hints for me
7. I believed that certain people were not what they seemed
8. People talking about me behind my back upset me
9. I was convinced that people were singling me out
10. I was certain that people have followed me
11. Certain people were hostile towards me personally
12. People have been checking up on me
13. I was stressed out by people watching me
14. I was frustrated by people laughing at me
15. I was worried by people’s undue interest in me
16. It was hard to stop thinking about people talking 
about me behind my back
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
%
4
4
4
4
%
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
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P artic ipant num ber: 
Date:
Part B.
1. Certain individuals have had it in for me
2. I have definitely been persecuted
3. People have intended me harm
4. People wanted me to feel threatened, so they stared at me
5. I was sure certain people did things in order to annoy me
6. I was convinced there was a conspiracy against me
7. I was sure someone wanted to hurt me
8. I was distressed by people wanting to harm me in some way
9. I was preoccupied with thoughts of people trying 
to upset me deliberately
10. I couldn’t stop thinking about people wanting to confuse me 
11.1 was distressed by being persecuted
12. I was annoyed because others wanted to deliberately 
upset me
13. The thought that people were persecuting me 
played on my mind
14. It was difficult to stop thinking about people 
wanting to make me feel bad
15. People have been hostile towards me on purpose
16. I was angry that someone wanted to hurt me
%
3
3
3
3
3
3
3
3
3
3
3
4
4
4
4
4
4
4
4
4
4
4
5
5
5
5
5
5
5
5
5
5
5
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APPtNDIX 10: Peter's Delusion Inven to ry  IPDI)
L 1N( i>. Institute of u n iv e r s ity  OF
CondoR Ps,chiatry S U R R E Y
Uffiversity ef London The Maudsley
Questionnaire 5
Participant number: 
Date:
This questionnaire is designed to measure beliefs and vivid mental experiences. We believe that 
they are much more common than has previously been supposed, and that most people have had 
some such experiences during their lives. Please answer the following questions as honestly as you 
can. There are no right or wrong answers, and there are no trick questions.
Please note that we are NOT interested in experiences people may have had when under the 
influence of drugs.
IT IS IMPORTANT THAT YOU ANSWER ALL QUESTIONS.
For the questions you answer YES to, we are interested in.
(a) how distressing these beliefs or experiences are
(b) how often you think about them; and
(c) how true you believe them to be.
On the right hand side of the page we would like you to circle the number which corresponds most 
closely to how distressing this belief is, how often you think about it, and how much you believe 
that it is true.
If you answer NO please move on to the next question.
Examples:
Do you ever feel as if people are 
reading your mind ?
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
Do you ever feel as if you could read 
other people's minds ?
NO (Y E S )
(please circle)
Not at all 
distressing
1 © 3 4
Very-
distressing
5
Hardly ever 
think about it 
1 2 0 4
Think about it 
all the time
5
Don't believe 
it's true
1 2
X w Z
© 4
Believe it is 
absolutely true
5
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1) Do you ever feel as if people 
seem to drop hints about you or say 
things with a double meaning ? _
NO YES --------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
2) Do you ever feel as if things in 
magazines or on TV were w ritten 
especially for you ? a
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely tme
5
3) Do you ever feel as if some 
people are not w hat they seem to 
be?  "
NO YES ---------->
(please circle)
Notât all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
4) Do you ever feel as if you are 
being persecuted in some way ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
5) Do you ever feel as if there is a 
conspiracy against you ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it 
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
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6) Do you ever feel as if you are, or 
destined to be someone very 
important ?
NO YES
(please circle)
7) Do you ever feel that you are a 
very special or unusual person ?
NO YES ----------►
(please circle)
8) Do you ever feel that you are 
especially close to God ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
9) Do you ever think people can 
communicate telepathically ?
NO YES ----------►
(please circle)
10) Do you ever feel as if electrical 
devices such as computers can 
influence the way you think ? w
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very-
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
ITiink about it 
all the time
5
Don't believ e 
it's true
1 2 3 4
Believe it is 
absolutely true
5
Not at all 
distressing
1 2 3 4
Very-
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
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11) Do you ever feel as if you have 
been chosen by God in some way ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it 
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely tme
5
12) Do you believe in the power of 
witchcraft, voodoo or the occult ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's tine
1 2 3 4
Believe it is 
absolutely true
5
13) Are you often worried that your 
partner may be unfaithful ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely tme
5
14) Do you ever feel that you have 
sinned more than the average 
person ?
NO YES ►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's tme
1 2 3 4
Believe it is 
absolutely tme
5
15) Do you ever feel that people 
look at you oddly because of your 
appearance ?
NO YES ----------►
(please circle)
Not at all
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's tme
1 2 3 4
Believe it is 
absolutely tme
5
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16) Do you ever feel as i f  you had 
no thoughts in your head at all ?
NO Y E S  »
(please circle)
Not al all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
17) Do you ever feel as i f  the world 
is about to end ?
NO YES ------------»
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Dont believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
18) Do your thoughts ever feel alien 
to you in some way ?
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever Think about it
NO YES ------ -------► think about it all the time
1 2 3 4 5
(please circle) Don’t believe Believe it is
it's true absolutely true
1 2 3 4 5
19) Have your thoughts ever been so 
vivid that you were worried other 
people would hear them ? jqr
NO YES
(please circle)
Not at all
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don’t believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
20) Do you ever feel as i f  your ow n 
thoughts were being echoed back to 
vou ? jar
NO YES ------------►
(please circle)
Not at all 
distressing
1 2 3 4
Very-
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
188
RESEARCH DOSSIER Major Research Project
21) Do you ever feel as if you are a 
robot or zombie without a will of 
vour own ?
NO YES ----------►
(please circle)
Not at all 
distressing
1 2 3 4
Very
distressing
5
Hardly ever 
think about it
1 2 3 4
Think about it 
all the time
5
Don't believe 
it's true
1 2 3 4
Believe it is 
absolutely true
5
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APPENDIX 11: Instructions to Participants on Emotional Stroop Task
Thank you for taking part in this experiment.
you wiii be presentea witn a screen fuii or words in a me rent coiours.
Your task is to sav out loud the COLOUR of each word as auicklv as vou can.
Start trom tne top iett ana worn trom iett to right across each row, down tne page, as you
would if you were reading normal text.
Go as quickly as you can but without making mistakes, 
l ei! the experimenter wnen you are reaay to start a practice...
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APPENDIX 12: Instructions to Participants on Attention Probe Task
I : !
I I nank you tor taking part m mis experiment. g
in mis task you have to press the button corresponding to the letter you see on the
screen.
|
I The letter will either be an E or an F.
I i
t i
j Try to get the right button AS QUICKLY AS YOU CAN, but without making mistakes. j
Pictures will appear before the letter. Try to look at the cross (+) in the middle of the 
l screen because me ietter mav aooear on either side, iett or riant. I
Press a button to begin some practice
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APPENDIX 13: Instructions to Participants on Central Cuing Task
i hank you for taking pan in mis experiment.
in this task you have to press the button corresponding to the ietter you see on the
screen.
The letter will either be an E or an F.
Try to get the right button AS QUICKLY AS YOU CAN, but without making mistakes.
Keep your eyes fixed on the centre of the screen at all times (where the + appears). A 
i race win aooear nere. out mis is irrelevant 10 me tasK. it is iust to snow you wnere to i 
| keep your eyes.
i t
The letter you have to identify might appear on the left or the right - this is random. The
face tells you nothing about where the letter will appear.
Press a ounon to oegm some practice
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APPENDIX 14: Information Sheet for Clinical Particioants
institute of 
Psychiatry
UNIVERSITY OF
-A -
LONDON
SURREY
University of London T ito  W s ild s ls y
INFORMATION SHEET 
Individual Difference in Attention and Susniciousness
You are being invited to take part in a research study. Before you decide it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it
like more information. Take time to decide whether or not you wish to take part. 
Thank you for reading this.
W hat is the purpose o f the study?
The aim of the study is to find out how people direct their attention and whether more 
suspicious people are any different from people who tend to be less suspicious. 
Understanding more about individual differences in attention will help us to 
understand the relationship between suspiciousness and clinical disorders that can be 
related to paranoia, such as psychosis.
W hy have I  been chosen?
You have been identified through your consultant, psychologist or other practitioner, 
as someone who might be suitable and willing to take part in our study. For this study 
we need 70 patients in total.
W hat w ill happen to me i f  I  take part?
The study consists of a single session, lasting up to 1.5 - 2hrs which will take place in 
a private research room at the [enter in s titu tio n }. You will be reimbursed for your 
time and travel costs at a flat rate o f [enter am ount].
The flowchart below shows what you will be asked to do. There will be plenty of 
opportunity for breaks, both between each task and at set times during each task.
M INI clinical Questionnaires Computer Computer Computer
interview @
(@ 15 mins)
task 1 (@ task 2 (@ ► task 3 (@
45 mins) 15 mins) 15 mins) 15 mins)
The clinical interview may be similar to previous interviews your have had with your 
practitioners. The researcher will ask you questions about your mood and your 
symptoms both now and over the last month. She will note down your answers. Your 
name will not be recorded on the interview papers.
with others if you wish. Ask us if there is anything that is not clear or if you would
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The Questionnaires cover how you feel both now and in  general. You w ill be asked 
about feelings o f naranoia fwhat you th ink other neoples’ intentions towards you are) 
and mood. You n ii in  me questionnaires yourseii, but the experimenter w iii be 
available to help i f  necessary at any time.
A ll computer tasks are simple and involve looking at faces, words or pictures on the 
screen, then pressing a button as quickly as you can. The firs t two tasks w ill involve 
you looking at pictures and faces expressing different emotions. The ietter E or F w iii 
then replace these faces and you need to say whether it  is an E or F by pressing a 
button. The last task involves you reading a number o f words that are w ritten in  
different colours. You w ill be asked to name the colour o f the word as quickly as you 
can.
A ll we ask o f you is that you answer the questions as tru th fu lly  as possible and ask us 
i f  you are not sure about anything during the computer tasks
Do I have to take part?
It  is up to you to decide whether or not to take part. I f  you do decide to take part you 
w ill be given this inform ation sheet to keep and be asked to sign a consent form . I f  
you decide to take part you are s till free to w ithdraw  at any tim e and w ithout g iving a 
reason, or refrain from  doing one or more o f the tasks or questionnaires.
What are the possible disadvantages and risks of taking part?
There are no known risks associated w ith  any o f the procedures involved in  the 
experiment. In  the un like ly event that the questionnaires uncover d ifficu lties, we w ill 
advise on appropriate sources o f help.
What are the possible benefits of taking part?
There are no direct benefits to you fo r taking part in  this research. However we hope 
mat the inform ation we get from  this study may help us to develop better future 
treatments fo r individuals suffering from  a c lin ica l disorder such as psychosis.
What if I have a complaint?
We w ill do our utmost to ensure your com fort during the session and we rarely have 
complaints. Please te ll the experimenter at the tim e i f  there is anything you are not 
happy w ith . I f  you have any residual concerns about any aspect o f the way you have 
been approached or treated during the course o f this study you should contact D r 
Yiend on \ is in  charge o f the research and w ill try  to deal w ith  the
matter as uiv/rvij-tinu-vnwynvely as possible.
Will my taking part in this study be kept confidential?
A ll inform ation which is collected about you during the course o f this research w ill 
be kept s tric tly  confidential. I f  you take part in  the study you w ill be assigned an 
arbitrary code number that w ill be used to identify you on a ll computerised and 
w ritten data. The questionnaire data, which w ill also use your code number instead o f 
your name, w ill be kept in  a locked filin g  cabinet and w ill not be seen by anyone 
outside the research team. Data w ill be kept fo r 5 years, after which it  w ill be 
destroyed.
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I f  any previously unknown, c lin ica lly  significant issues arise during your session 
interview , then we w ill seek your verbal consent to pass th is inform ation onto the 
clin ic ian  in  charge o f your care.
Should the experimenter become aware through anything that you do or say during 
the session that there is im m inent danger o f harm to yourself or others, then they 
have a duty o f care to pass this inform ation onto the clin ic ian in  charge o f your care, 
and i f  necessary, the police.
What will happen to the results of the research study?
The results o f the research are like ly  to be published 1 to 2 years after the end o f the 
study in  an international Psychology journal. The data w ill be pooled across a ll 
participants and you w ill not be identifiab le in  any publication. You can obtain a 
copy o f the results by contacting D r Yiend, or v is iting  her website at 
http://www.iop.kcl.ac.uk/stafffprofile/default.aspx?go==12304&local=True
Who is organising and funding the research?
Who has reviewed the study?
Surrey Research Ethics Committee has examined and approved th is study.
Contact for Further Information
Jacinta Prendergast:
Dr Jenny Yiend:
Thank you for taking part in this study
You will be given a copy of this information sheet and your signed consent form 
to keep.
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APPENDIX 15: Information Sheet for Control Particioants
1 Z IN (ï'S  Institute of 
^C ollege  psvcniatrv
LONDON ** SURREY
UNIVERSITY OF
University of London - M E IK t is y
INFORMATION SHEET 
Individual Difference in Attention and Suspiciousness
You are being invited to take part in a research study. Before you decide it is 
important tor you to understand why the research is being done and what it win 
invoive. Fiease take time to read the following information caremiiy and discuss it 
with others if vou wish. Ask us if  there is anvthinu that is not clear or if vou would 
like more information. Take time to decide whether or not you wish to take part. 
Thank you for reading this.
W hat is the purpose o f the study?
The aim of the study is to find out how people direct their attention and whether more 
suspicious peopie are any different from people who tend to be less suspicious. 
Understanding more about individual differences in attention will help us to 
understand the relationship between suspiciousness and clinical disorders that can be 
related to paranoia, such as psychosis.
W hy have I  been chosen?
You have responded to one of our advertisements for control participants for this 
study. We need to be sure that no one in our control group has had/ or has any of the 
following:
• previous psychological problem
• previous serious head injury
• current major physical illness
• current addiction problem
If you think you may not be eligible to be a control for any of the above reasons, 
please tell the researcher (you do not need to say the reason or explain why you think 
you may not be eligible).
We will be recruiting 70 patients and 35 controls to this study in total.
W hat w ill happen to me i f  I  take part?
The study consists of a single session, lasting up to 90 minutes (often less) which will 
take place in a private research room at the University of Surrey. You will be entered 
into a free prize draw for the opportunity of winning one out of two lots of £50 
vouchers of vour choice.
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The flow chart below shows what vou w ill be asked to do. There w ill be olentv o f 
ODDortunity fo r breaks, both between each task and at set times during each task.
Computer 
task 1 (@ 
15 mins)
Computer 
task 2 (@ 
15 mins)
Computer 
task 3 (@ 
15 mins)
MINI clinical
screen @ 15  
mins)
Questionnaires
(@15 mins)
The M IN I c lin ica l screen w ill involve the researcher asking you questions about your 
mood and feels o f suspiciousness both now and in  the past. She w ill note down your 
answers. Your name w ill not be recorded on the in terview  papers. You can choose 
not to answer i f  you wish.
The questionnaires cover how you feel both now and in  general. You w ill be asked 
about feelings o f paranoia (what you th ink other peoples’ intentions towards you are) 
and mood. You f i l l  in  the questionnaires yourself, but the experimenter w ill be 
available to help i f  necessary at any time.
A ll computer tasks are simple and involve looking at faces, words and pictures on the 
screen, then pressing a button as quickly as you can. The firs t two tasks w ill involve 
you looking at pictures and faces expressing different emotions. The letter E or F w ill 
then replace these faces and you need to say whether it  is an E or F by pressing a 
button. The last task involves you reading a number o f words that are w ritten in  
d ifferent colours. You w ill be asked to name the colour o f the word as quickly as you 
can. A ll we ask o f you is that you answer the questions as tru th fu lly  as possible and 
ask us i f  you are not sure about anything during the computer tasks
Do I have to take part?
I t  is up to you to decide whether or not to take part. I f  you do decide to take part you 
w ill be given this inform ation sheet to keep and be asked to sign a consent form . I f  
you decide to take part you are s till free to w ithdraw  at any tim e and w ithout g iving a 
reason, or refrain from  doing one or more o f the tasks or questionnaires.
What are the possible disadvantages and risks of taking part?
There are no known risks associated w ith  any o f the procedures involved in  the 
experiment. In  the un like ly event that the questionnaires uncover d ifficu lties, we w ill 
advise on appropriate sources o f help.
What are the possible benefits of taking part?
There are no direct benefits to you fo r taking part in  this research. However we hope 
that the inform ation we get from  this study may help us to develop better future 
treatments fo r individuals suffering from  a c lin ica l disorder such as psychosis.
What if I have a complaint?
We w ill do our utmost to ensure your com fort during the session and we rarely have 
complaints. Please te ll the experimenter at the tim e i f  there is anything you are not 
happy w ith . I f  you have any residual concerns about any aspect o f the way you have 
been app j during the course o f this study you should contact D r
Yiend on - ï is in  charge o f the research and w ill try  to deal w ith  the
matter as quickly and effectively as possible.
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Will my taking part in this study be kept confidential?
A ii in ibrm ation which is coiiected about you during the course o f this research w iii 
be kept s tric tly  confidential. I f  you take part in  the study you w ill be assigned an 
arbitrary code number that w ill be used to identify you on a ll computerised and 
w ritten data. The questionnaire data, which w ill also use your code number instead o f 
your name, w ill be kept in  a locked filin g  cabinet and w ill not be seen by anyone 
outside the research team. Data w ill be kept fo r 5 years, after which it  w ill be 
destroyed.
What will happen to the results of the research study?
The results o f the research are like ly  to be published 1 to 2 years after the end o f the 
study in  an international Psychology journal. The data w ill be pooled across all 
participants and you w ill not be identifiable in  any publication. You can obtain a 
copy o f the results by contacting D r Yiend, or v is iting  her website at 
http://www.iop.kcl.ac.uk/staff/profile/default.aspx?go=12304&local=True
Who is organising and funding the research?
Who has reviewed the study?
Surrey Research Ethics Committee has examined and approved this study.
Contact for Further Information
Jacinta Prendergast: '
D r Jenny Yiend:
Thank you for taking part in this study
You will be given a copy of this information sheet and your signed consent form 
to keep.
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APPENDIX 16: Consent Form for Clinical Participants
KING’S Institute of College psychiatry
IX)NDON
University of London i  T h fi H s U ld s lf iy
Participant ID Number:
CONSENT FORM
*
UNIVERSITY OF
SURREY
Title o f Project: Individual Differences in Attention and Suspiciousness
Name o f Researchers: Ms Jacinta Prendergast
D r Tennv Y ien d
Please initial box
1. I confirm that I have read and understand the information sheet dated 2 Ibt June 
2010 (Version 2) for the above study and have had the opportunity to ask 
questions.
2. I understand that my participation is voluntary and that I am free to
withdraw at any time, without giving any reason, without my medical care or 
legal rights being ailecied.
3. I understand that sections o f anv o f my medical notes may be looked at by 
responsible individuals from the research team where it is relevant to my 
taking part in the research. I give permission for these individuals to have 
access to mv records.
4. I agree to take part in the above study.
Name o f Participant Date Signature
Researcher Date Signature
1 for participants; 1 for researcher; 1 to be kept with hospital notes
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APPENDIX 17: Consent Form for Control Participants
1 Z IN ( j ’S Institute of u n iv e r s i t y  o f
LONDON ?sycmatry SURREY
University of London 5 lU d S lf iy
Particioant ID Number:
CONSENT FORM
Title o f Project: Individual Differences in Attention and Suspiciousness
Name o f Researchers : Ms Jacinta Prendergast
u r  jC il l lV i iC iiü
Please initial
U O A
5. I confirm that I have read and understand the information sheet dated........  |
(version ) for the above study and have had the opportunity to ask j
questions.
6. I understand that my participation is voluntary and that I am free to
withdraw at any time, without giving any reason, without my medical care or
lCga.1 i lg i i is  b e in g  a f ic e t c u .
7. I agree to take part in the above study.
Name o f Participant Date Signature
Researcher Date Signature
1 for participants; 1 for researcher
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APPENDIX 18: Word Rating Task
W ORD RATING TASK I
Instructions
-  Please read each word below and rate how paranoid/ not paranoid you think they are in 
relation to  the definition o f paranoia below.
- Please use the Likert Scale below, where 1= Not Paranoid At All, and 7= Very Paranoid. 
Please rem em ber to  use the w hole scale
- Please indicate your responses on the line [____ 1 next to  each sentence.
DEFINTION OF PARANOIA (used in this study): 'An individual believes harm  is occurring, or is 
going to  occur, and th a t th e  persecutor has th e  intention to  cause harm ' (Freeman &  Garety, 
2000).
Not Paranoid A t All Very Paranoid
1 2 3 4 5 6 7
Context 
Elevator 
Worthless 
Possessive 
Pathetic 
Insecure 
Deliberate 
Despised 
Jealous 
Liar
Offensive 
Lantern 
Windmill 
Basket 
Oppressive 
Incompetent 
Bathroom  
Scissors 
Stupid 
Foolish
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Phoney _______________
Concentrate _______________
Ridiculed _______________
Mocked _______________
Deceitful _______________
Sly _______________
Inadequate _______________
Fabric _______________
Ashamed _______________
Kettle _____ __________
Failure _______________
Calculated _______________
Poster _______________
Insulting _______________
Cabinet _______________
Passage _______________
Secretive _______________
Scheming _______________
Locker _______________
Hostile _______________
1
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Not Paranoid At All Very Paranoid
| 1 2 3 4 5 6 7
Forceful ________________  Banner ________________
Humiliated ________________  Ignored ________________
Medicine ________________  Lonely ________________
Journal ________________  Hairpin ________________
Inferior ________________  Umbrella_______  _^___
Hated__________________________  Mistrustful ________________
Appliance ________________  Malicious ________________
Suspicious ________________  Embarrassed ________________
Disgraced ________________  Discreet  ;___
Criticised ________________  Spiteful ________________
